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Preface 


Managementhas been defined as ‘the purposeful and efficient use of resources. The 
importance of management training in achieving the goals of Health for All (HFA) by 
the year 2000 AD is well recognised. Dr. H. Mahler, Director-General of World Health 
Organization, stated in 1977, ‘Without wishing to be provocative, | must draw your 
attention to the catastrophic lack of properly trained health care managers at all 
decision-making and operational levels. If you do not quickly embark upon inter- 
country and country programmes in this area, HFA/2000 will fall on the deaf ears of 
traditional medical bureaucrats.’ 

The organization and development of a national health care delivery system 
requires, among other things, varying degrees of managerial and technical skills, 
which should be blended in such proportion as would enable the most efficient use of 
men and material. As a general rule, the higher an officer's position in a health 
organization, the greater is the need for managerial skills and the lesser the need for 
technical skills. However, all health personnel, even those at the grassroot level, 
require a certain minimum level of managerial skills in order to ensure the delivery of 
comprehensive and effective primary health care services. 

Realising the urgent need to improve the managerial skills of health personnel in 
India, and with the approval of the Ministry of Health and Family Welfare, the National 
Institute of Health and Family Welfare, New Delhi, undertook the project to develop 
management training modules for strengthening the delivery of primary health care in 
the country. This project, supported by a grant from WHO, Geneva, was coordinated by 
NIHFW and involved active collaboration of the following three institutions: 


Indian Institute of Management, Ahmedabad; 
Indian Institute of Management, Bangalore; and 
The Gandhigram Institute of Rural Health and Family Welfare Trust, 


Considering the vital role that the medical officers and other staff working at the 
primary health centres play in the delivery of services, it was decided to focus 
attention first on these categories of personnel. We realised that management 
training for these categories of heatlh personnel would not bring about improvement 
unless similar training efforts were directed at all levels of health personnel, including 
the district and the state levels. With this goal in mind, the development of 
management training modules for personnel even at higher levels has also been 
initiated by NIHFW. Ths 

This project took recourse to four approaches for identifying management training 
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needs of health personnel at the PHC level and below: 


— Job analysis of PHC functionaries to identify the managerial components-ef 


each job. . 
— Interviews with PHC health personnel to discover what management 


problems they were facing. 
— Participatory observation of health personnel to verify the data generated by 


interviews and job analysis. 
— Aworkshop for heatlh personnel at all levels to sort out and discuss problems 
at the primary health centres and their possible solutions. 


With these four approaches, the managerial requirements and management 
problems at PHC level and below were identified. Some of the problems reported were 
considered to be amenable to solution through management training, which would be 
designed for improving the management capabilities of health personnel and for 
assisting them in acquiring problem-solving skills. Another group of problems was not 
found to be amenable to solution through training but would require policy decisions 
and administrative actions to improve the health system itself. This project has 
focused on problems considered to be amenable to change through management 
training. 

Based on the management training needs identified, a series of management 
training modules for various categories of health personnel has been developed. 
Included in the series are management modules for medical officers, health 
assistants (M&F), health workers (M&F), heatlh guides and trained dais. The overall 
objective of these modules is to improve managerial skills and thereby strengthen the 
delivery of primary health care in India. 

We envision the modules being used in a variety of ways. Considering the vast 
number of health personnel tobe trained at the different levels, these modules may be 
used as the basis for short-term management courses throughout the country. 
However, for rapid dissemination of management knowledge and skills, we also 
recommended that individual supervisors use these modules as part of the continuing 
education they provide to subordinates. Furthermore, health personnel at all levels 
are encouraged to use the respective modules as self-teaching materials. Ultimately, 
it is hoped that these modules will be incorporated into the basic pre-service training 
curricula of the various categories of health personnel. 

In conclusion, let me say that these modules although published still offer scope for 
improvement. Training institutions and programme administrators are encouraged to 
adapt and use these modules with the objective of further improving them. We 
suggest that all users provide us with feedback which may be addressed to the 
Director, National Institute of Health and Family Welfare, New Delhi, as to enabie us to 
revise and modify them further. 

Somnath Roy 

Project Coordinator 

Director, National Institute of Health 
and family Welfare, New Delhi 
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Introduction to Trainers 


This volume is part of a package of management training modules published by the 
National Institute of Health and Family Welfare to improve the management 
knowledge and skills of health personnel at the primary health centre and below and 
thereby strengthen the delivery of primary health care in India. 


HISTORY OF MODULES DEVELOPMENT 


The modules were developed in three phases. In Phase |, the management training 
needs of personnel working at the primary health centre and below were identified. 
Four methods were used to identify management training needs: 


1. Job analysis of different categories of personnel to find out the managerial 
components of their jobs; _ 

2. Interviewing health personnel at different levels to find out their problems 
and their management functions; 

3. Participatory, on-the-job observation of health personnel to determine how 
they are functioning and the problems they are facing; 

4. Workshop for health personnel from different levels, including 
administrators and grassroot level workers, to discuss various problems, 
constraints, etc., and find out their ideas for possible solutions. 


For a detailed description of how the management needs assessment was carried 
out, please refer to the separate introductory volume, ‘Management Training for 
Primary Health Care—Assessment of Management Training Needs.’ 

In Phase Il NIHFW and the collaborating institutes developed training modules to 
meet the management training needs identified in Phase |. In Phase Ill these modules 
underwent field trials, final revision and finally were published for distribution. 


USE OF MODULES 


A module is a self-contained unit of learning. A trainer should find in each module a 
description of the objectives, content, and teaching methods for a particular subject, 
as well as sufficient instructions to carry out the teaching activities. Modules usually 
contain handouts for the participants, for example, essential reading material or 
worksheets for exercises. Each module may be taught separately, or several modules 
may be combined into a management training course. 

The advantages of modules are: 


1. They offer trainers a self-contained package of materials for carrying out 
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management training in situations where reference materials and other 
management resources are not available; 

2. They enable trainers to begin management training almost immediately, 
because the time needed for writing lesson plans and preparing for training 
is greatly reduced; 

3. They offer flexibility because trainers can use them separately or in 
combination, depending on training needs (pre-service or in-service), 
scheduling requirements, and other constraints; 

4. They are adaptable, and in fact, are designed in a modular format to facilitate 
change and adaptation so that the management training can be focussed on 
the actual managerial functions of the functionaries. 


LIST OF MODULES AND DURATION 


The 17 modules for medical officers emerged from a thorough management training 
needs assessment conducted as a part of this project. All the modules together cover 
approximately 81 hours, which can be taught comfortably in 14 working days. The 
chart shows the breakdown of hours devoted to lecture, classroom exercises, and field 
work. 


Duration in Hours Total Hours 
Topics 
Lecutres Practical Field Work 
Exercises 
1. Introduction to management training for medical 45 4.00 — 4.45 
officers 
2. Organisation of government health services 1.45 5.15 —- 7.00 
3. Planning PHC health services 1.30 3.00 — 4.30 
4. Implementation and coordination of PHC health 1.00 2.30 -- 3.30 
services 
5. Monitoring and evaluation of PHC health services 1.00 2.00 a 3.00 
6. Supervision 30 4.30 4.00 9.00 
7. Teamwork 30 2.30 “= 3.00 
8. Leadership and motivation 30 2.30 _— 3.00 
9. Communication 1.00 2.00 — 3.00 
10. Community participation 1.00 3.00 3.00 7.00 
11. Personnel management 2.15 3.30 _- 5.45 
12. Financial Management 1.30 30 2.00 
13. Materials management 1.30 2.15 -= 3.45 
14. Vehicle management 1.00 2.00 3.00 
15. Patient referral system 1.00 2.30 — 3.30 
16. Using management analysis to strengthen PHC 30 3.15 3.00 6.45 
mangement system 
17. Providing management training for subordinates 1.15 3.30 4.00 * 8.45 
Total hours : 18.30 48 45 14.00 81.15 
Percentage : 23% 60% 17% 


OO LL 
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These modules emphasise management skills, not management theory, and, 
therefore, almost 80 per cent of the training hours is spent on practical exercises and 
field work. 


ORGANIZATION AND FORMAT OF MODULES. 


All the 17 modules have been prepared in a uniform organization and format. Each 
module contains the following elements: 


— Introduction 

— Objectives 

— Duration 

— Contents 

— Teaching Methods 
— Teaching Aids 

— Teaching Activities 
— Handout(s) 

— Notes for the Trainer 


The introduction describes the purposes of the module and also how it contributes 
to the overall objectives of strengthening primary health care. The objectives provide a 
clear focus for the learner with specific learning goals. The duration is the estimated 
time (both in the classroom and in the field) required to conduct the learning activities 
suggested in the module. The contents list out broad areas covered in the module. 
Teaching methods and teaching aids are suggested for each area. The teaching 
activities provide detailed, step-by-step instructions for conducting the training so 
that the objectives are met. The handouts are readings and worksheets which are to 
be reproduced and distributed to participants during the training. The notes for the 
trainer provide background readings and suggested lecture material which the trainer 
may use to prepare for the training sessions. 


HOW TO USE THE MODULES 


These management modules are trainer-oriented. However enough content is 
provided so that a medical officer can also use them as self-instructional material. 

Trainers are required to study the introductory text before getting into the individual 
modules. They may obtain the other ma nagmeent training volumes developed under 
this project for valuable supplementary information that may be integrated into the 
training programme. 

These modules have not been structured to require sequential reading from the first 
page to the last. On the contrary, the modules are structured as independent blocks 
which a trainer may arrange in whatever sequence he may consider appropriate for 
the given situation. However, it is recommended that training begins with Module | 
which defines management and the medical officer's managerial responsibilities. 

Before starting a training programme using these modules, trainers should adapt 
them to suit their own unique way of teaching, as wellas to meet the training needs of 
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the participants. Once the trainers have decided precisely which parts of the 
Module(s) they are going to use, the next step is to write out lesson plans, prepare 
lectures,. visual aids, and discussion materials, and make copies of handouts to be 
used. 

Management is best learned by ‘doing’, so these modules are mostly based upon 
practical exercises and field work. Lectures take up only 23 per cent of the total 
training time. Lectures may be kept brief, and never exceed 60 minutes without a 
break for some practical exercise or demonstration. Success in using these modules 
depends on a firm commitment by trainer to skill development, and a reliance on 
practical exercises and field work rather than on lectures, as the basis of the training. 


EVALUATION 
The course includes three types of evaluation: 


Type | Evaluation is of the training course by the participants. For this, a standard 
evaluation questionnaire will be filled out by participants at the conclusion of each 
module. The purpose is two fold: (i)to improve future training, and (ii)to provide 
regular feedback to trainers during the training so that adjustments can be made to 
maximize the participants’ learning. A suggested questionnaire for evaluation of this 
type is in Appendix-A. 

Type Evaluation is of the course by trainers. For this, an evaluation questionnaire 
will be filled out by trainers at the end of each module. The purpose of this 
questionnaire is to gather information systematically for revising and improving 
future training. A suggested questionnaire for Type Il evaluation is in Appendix-B. 

Type Ill Evaluation is of knowledge and skills gained as a result of the training. For 
this, a pre-course test (baseline test) and a post-course test are used. The results 
between these two tests are compared to evaluate the learning that has taken place. A 
suggested pre-course and post-course test questionnaire Is in Appendix-C. 

Another Type Ill Evaluation used in the module is a verbal assessment of learning, 
whereby the trainer asks participants to summarise in their own words what they 
learnt in a particular module and how this learning will help them in their jobs. 
Trainers are urged to select one participant at the beginning of each module who will 
be responsible for summarising at the conclusion of the module. This responsibility 
should be rotated, so that many participants have the experience of summarising a 
module and relating it to their jobs. Another part of verbal assessment is for the 
trainers to always evaluate and give feedback to the trainees on the skills performed 
during the practical exercises. 


CONCLUDING COMMENTS 


These management training modules especially focus on areas of weakness 
identified by the needs assessment carried out as part of this project. Consequently, 
trainers must be alert to the particular management training needs of their 
participants, and supplement these modules with other materials, when necessary. 
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It is envisaged that in the long-term, these ‘Management Training Modules’ will 
form a part of the pre-service training provided to medical officers. However, at 
present these modules may be used for separate management training for in-service 
continuing education for medical officers who are already working in the field. 

It is hoped that these modules will also be useful to trainers responsible for 
providing management training toPHC health personnel. Comments and suggestions 
on how to improve these modules are welcomed. 
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SUGGESTED TRAINING SCHEDULE 
MANAGEMENT TRAINING FOR MEDICAL OFFICERS 


DURATION : 14 WORKING DAYS 


DAY 6 


DAY 1 DAY 2 DAY 3 DAY 4 DAY 5 
WEEK 1 Registration Module 2 Module 3 Module 5 Module 6 Module 7 
Inaugural Module 4 Module 6 (contd...) Module 8 
Module 1 
Time: 6 hrs. Time: 7 hrs. Time 8 hrs. Time: 6 hrs. Time. 5 hrs. Time: 6 hrs 
45 min. 15 min. 
DAY 7 DAY 8 DAY 9 DAY 10 DAY 11 DAY 12 
Dine ee EE ee ee 
WEEK 2 Module 9 Module 10 Module 11 Module 12 Module 14 Module 16 
Module 10 (contd...) Module 13 Module 15 
Time: 5 hrs. Time: 5 hrs. Time: 5 hrs. Time: 5 hrs. Time: 6 hrs. Time: 6 hrs. 
45 min. 45 min. 30 min. 45 min. 
ese Roa “0 SS ee eee 
DAY 13 DAY 14 


pe Oe eS 


WEEK 3 Module 17 Module 17 
Flex Time (contd...) 
Time: 3 hrs. Valedictory 
30 min. Time: 6 hrs. 


SR eae 
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INTRODUCTION 


About 525 million people (76.6 per cent) live in the rural areas(1981 census), having 
inadequate health and medical care facilities, This large population is scattered over 
5.76 lakhs villages. Children in the age group 0-14 years constitute about 39 per cent 
of the total population. Only 30 per cent of the people in rural areas are able to read 
and write. Poverty prevails widely in the country-side. The per capita income, at 1970- 
71 price levels, was only Rs. 712 during the year 1982-83. Only 38 per cent of the 
total population constitutes the working force, with consequent higher dependency 
ratio. Using calorie consumption as a criterion, 37 per cent of the total population live 
below the poverty line. In the rural areas people live in kuchha houses with poor 
environmental sanitation, and proper housing facilities are non-existent for a large 
population. 

A good deal of imbalance between rural and urban areas in the provision of medical 
care services has occurred. In 1984, there were 1,894 hospitals in the rural areas as 
against 5,287 in the urban areas and the beds provided were in the ratio of about 
T=6. 

With such a low per capita income, high level of illiteracy and strong ethnic and 
linguistic bonds, it has been a challenge to the Central and State Governments to 
improve the level of living of rural people. The national plans have been directed 
towards raising the people from the morass of economic and social backwardness, 
and to this end various policy measures have been taken. One of the directive 
principles of the Constitution is that the State shall regard the raising of the level of 
nutrition and standard of living of its people and improvement of public health among 
its priority duties. 

Although during the early post-independence period emphasis was more on 
provision of increased medical care facilities, the government realised the need to 
pay equal attention to preventive, promotive and public health aspects of health care. 
The shift in emphasis has been evolved over successive five-year plan periods. 


HISTORICAL DEVELOPMENT 


Development of health services in India through primary health care approach 
started with the recommendations and guidance provided by the ‘Health Survey and 
Development Committee’ (Bhore Committee) in 1946. The Committee made a 
complete survey of health conditions and took stock of the then existing facilities. 
Their recommendations constituted the beginning of modern health planning in India. 


Bhore Committee (1946) 


Having realised the immediate and urgent need for a network of rural health services, 
the Committee recommended the establishment of primary health centres at the rate 
of one centre for 10,000 to 20,000 population in the long-term perspective, and one 
centre for 40,000 population in the short-term perspective. Lack of resources 
prevented reaching the short-term goal even in 1985. However, the Committee gave 
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impetus to their establishment. The first integrated all-round rural development 
programme was launched in the country in October, 1952. It was proposed to 
establish one primary health centre(PHC) for each community development block. At 
that time the operational responsibilities of the PHC were to cover medical care, 
control of communicable diseases, maternal and child health, nutrition, health 
education, school health, environmental sanitation and collection of vital statistics. Every 
PHC had three sub-centres, each having a trained midwife for providing MCH 
services. 


Mudaliar Committee (1959-67) 


The Health Survey and Planning Committee (Mudaliar Committee) recommended 
integration of curative and preventive services, upgradation of existing primary health 
centres by stages to reach for the recommended pattern of the Bhore Committee, and 
an increase in medical coverage of the rural populace through mobile health units 
visiting them from district and ta/uk headquarters. 


Mukherjee Committee (1964) 


A special committee appointed by the Government of India under ShriB. Mukherjee in 
1964 recommended further expansion of facilities with the addition of a rural family 
planning centre at each primary health centre, one sub-centre for 10,000 population 
manned by a trained ANM, and one LHV to supervise and guide the work of four sub- 
centres. One more medical officer and supporting staff at PHC was also 
recommended. 

The Government made great efforts to expand the health services on the lines 
indicated by the Mukherjee Committee during the Fourth Plan. Another important 
development after the Bhore Committee was an all-out effort to eradicate or control 
major killing and debilitating diseases. Special programmes were undertaken to 
tackle such diseases. 

A study, undertaken by the National Institute of Health Administration and 
Education to assess the extent of utilisation of various resources in a district health 
set-up and to suggest changes to optimise the use of health resources, indicated that 
introduction of the multipurpose health workers to implement the programme would 
be more appropriate and effective. 


Kartar Singh Committee (1974) 


This Committee reinforced the concept of multipurpose workers (MPW) as desirable 
and feasible and recommended that for providing integrated health and family welfare 
services in the rural areas, the same should be implemented in a phased manner. The 
Committee also felt that integration should not only be at the peripheral level but 
should also extend to tehsil, district and State levels. A policy decision was taken by 
the Government of India in 1975 that all uni-purpose programmes be integrated 
under the MPW Scheme. 
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Shrivastava Committee (1975) 


During the year 1975, another committee on Medical Education and Support 
Manpower (Shrivastava Committee) was appointed 


to devise a suitable curriculum for training a cadre of Health Assistants 
conversant with basic medical aid, preventive and nutritional services, family 
welfare, and maternity and child welfare activities So that they can serve as a link 
between the qualified medical practitioners and multipurpose workers, thus 
forming an effective team to deliver health care, family welfare and nutritional 
services to the people. 


The Committee recommended the creation of band of para-professional or semi- 
professional health workers from the community itself to provide simple, promotive, 
preventive and curative health care needed by the community. 


ALMA ATA DECLARATION (1978) 


In the International Conference on Primary Health Care, jointly organised by the WHO 
and UNICEF in Alma Ata, USSR in September, 1978, fundamental principles of health 
development were enunciated and a declaration was made. This declaration endorsed 
the earlier resolution of the 30th World Health Assembly (1977) that a minimum level 
of health for all the citizens of the world would be attained by the year 2000 A.D., that 
would permit them to lead an economically productive and socially useful life. This is 
popularly known as Health for All (HFA), and it is to be achieved through primary health 
care approach in a spirit of social justice and as a part of overall development. 
Development of health is to be based on self-determination and self-reliance in health 
on the part of the individual, the community and the nation. There should be more 
equitable distribution of health resources, with preferential allocation of resources to 
those in greatest social need. The health care system should adequately cover the 
population. The emphasis should be on preventive and promotive aspects well 
integrated with curative, and rehabilitative and environmental measures. There is a 
need for social orientation of all categories of health workers to serve the people 
properly. 

Health care cannot be achieved by health sector alone. It can be and indeed should 
be attained through strong national political commitment, and in coordination with 
efforts simultaneously made by other sector of social and economic development, 
beside health. Development is an integrated effort, and health care development must 
draw its sustenance from the development of other areas. Therefore, the health 
policy and strategy have to be a part of overall developmental policies and goals. 


NATIONAL HEALTH POLICY (1983) 


Although the national health policy in India was framed and announced only during 
1982-83, the policy framework and the strategies for health care were provided over 
the past three decades mainly by the following important policy-making organs—the 


20 


Constitution of India, the National Development Council (NDC), the Planning 
Commission, several advisory bodies and consultative committees, Ministry of Health 
and Family Welfare and the legislature. The national health policy of India was 
adopted by Parliament in 1983. This policy document has dealt with the urgent 
problems requiring attention, the progress achieved so far, the existing picture, and 
what is required to be done. It has also provided specific indicators for the 
achievement of certain basic health and family welfare goals (Table 1). 


Table 1 
Goals for Health and Family Welfare 


Indicator Current Level : Goals 
1. Infant mortality rate Rural 114 (1982)* 122 
Urban 62 (1982) 60 
Total 105 (1982)** 106 87 Below 60 
Perinatal mortality 55.7 (1980) 30-35 
2. Crude death rate 11.9 (1982)*** 12 10,4 9.0 
3. Pre-school child (1-5 Yrs) 24 (1976-77) 20-24 15.20 10 
4. Maternal mortality rate 4-5 (1976) 3.4 DES Below 2 
5. Life expectancy at birth Male 54.1 (1980)**** 55.1 57.6 64 
Female 54.7 (1980) 54.3 57.1 64 
6. Babies with birth weight 
below 2500 gms (Percentage) 30 25 18 10 
7. Crude birth rate 33.8. (T982)**** 31.0 27.0 21.0 
8. Effective couple protection 
(Percentage) 31.9 (May (1985)**** — 42.0 60.0 
9. Net reproduction rate (NRR) 1.48 (1981) 1.34 1.17 1.00 
10. Growth rate (annual) 2.24 (1971—81) 1.90 1.66 1.20 
11. Family size 4.4 (1975) 3.8 2.3 
12. Percentage mothers receiving 
antenatal care 40—50 50—60 60—75 100. 
13. Deliveries by trained 
attendants 30—35 50 80 100 
14. Immunisation status 
(% TT (for pregnant woman) 20 60 100 100 
T T (for school children) 
10 years 40 100 100 
16 years 20 60 100 100 
DPT (children below 3 years) 25 70 85 85 
Polio (infants) 5 50 70 85 
BCG (infants) 65 70 80 85 
DT (new school entrants 
5-6 years) 20 ; 80 85 85 
Typhoid (new school entrants 
5-6 years) “ 70 85 85 


15. Leprosy-percentage of disease 
arrested cases out of these 


detected 20 40 60 80 
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16. TB—percentage of disease 
arrested cases out of those 
detected 

17. Blindness incidence (%) 


Source : Adapted from the statement on National Health Policy, Government of India, Ministry of 
Health and Family Welfare, New Delhi 1983. 
* Sample Registration Bulletin, December 1983 Vol. XVII, No. 2. 
** Health Statistics of india, 1984 
Central Bureau of Health Intelligence, 
Directorate General of Health Services, New Delhi. 
*** Sample Registration Bulletin, June, 84 Vol. XVIII No. 1. 
**** Family Welfare Programme in India-Year Book 1983-84, Government of India, Ministry of 
Health and Family Welfare, Department of Family Welfare. 


It has been recognised that the disease-cure-oriented approach towards 
establishment of medical care services, providing benefits mainly to the urban areas, 
has resulted in the neglect of preventive, promotive and rehabilitative aspects of 
health care. Rural population has been deprived of comprehensive health care 
services. With a view to correcting the unsatisfactory situation, the organisation of 
health services needs to be reoriented and restructured. The broad approach for 
achieving this objective includes the following: 


(a) The well-dispersed network of comprehensive primary health services 
would be integrally linked with extension and health education approach, 
encouraging the people to undertake increasing responsibility to handle a 
large majority of their health functions. 

(b) It would necessitate large-scale transfer of knowledge, simple skills and 

technology to the community through properly trained health guides. 

An integrated package of the services has to be made available through 

establishment of a nationwide chain of sanitary-cum-epidemiological 

stations with suitably trained staff to provide preventive, promotive and 
mental health care services. 

The concept of domiciliary care and field camps approach should be utilised 

to the maximum extent and the curative centres should function as part of 

referral system. By upgrading existing facilities at selected locations 
specialist services would be provided as near the beneficiaries as possible. 

The private medical practitioners of modern medicine as well as of the 

indigenous systems of medicine, the voluntary organisations and non- 

governmental agencies should be encouraged to participate and 
strengthen primary health care. 

Priority attention should be given to the tribal, hilly and backward areas, as 

well as to the endemic disease affected regions and the other weaker and 

vulnerable sections of the population. 

(g) Creation of fully integrated band of workers, functioning within the concept 
of ‘Health Team’ approach, should be the guiding principle for health 


— 
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manpower development. 

(h) Special attention will be paid to implementation of nutrition programmes 
prevention of food adulteration and maintenance of quality of drugs; water 
supply and sanitation; environmental protection; immunisation 
programme; MCH services; school health programme; and occupational 
health services. 

(i) Health education programmes, including personal hygiene, 
environmental sanitation and nutrition and population education 
programmes are to be strengthened at all levels and in all educational 
institutions. 

(j) Development of an effective management information system for assisting 
in decision-making, planning, monitoring, control and evaluation of various 
programmes should be important. 

(k) Since socio-economic development is an important requisite for health 
development, there is a great need for establishing effective linkages and 
coordination between the health and other health-related sectors for the 
development of health. Such inter-sectoral coordination should be 
established at all levels and particularly at the grassroot levels. 


HEALTH SERVICES ORGANISATION AND INFRASTRUCTURE 


The country is divided into 22 major States and 9 smaller union territories, which in 
turn are divided into administrative districts. At present, there are 431 districts. Each 
district is divided into sub-districts or ta/uka, under which are situated the community 
development blocks. There are about 6,000 community development blocks in the 
country. 

Over the past three decades, health services infrastructure and health care facilities 
have been expanded considerably (Table 2). It is aimed to further improve the facilities 
as noted below: 


Facilities at village level 


For about 1,000 population in a village, there will be one health guide and one trained 
dai or traditional birth attendant (TBA), both of whom will be selected from the 
community. They will be trained at the level of PHC and sub-centre. These two village 
level functionaries are to receive technical support and continuing education from the 
multipurpose health workers (male and female) posted at the sub-centre. Other 
administrative control and supervision should ideally be carried out by the village 
health committee or village panchayat. 


Facilities at sub-centre level 


The most peripheral health institutional facility will be at the sub-centre, manned by 
one male and one female multipurpose health workers. At present, in most places 
there is one sub-centre per 10,000 population. It is, however, aimed to have one sub- 
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Table 2 
HEALTH SYSTEM INFRASTRUCTURE 


NATIONAL LEVEL 
Ministry of Health and Family Welfare 


STATE (22) AND UNION TERRITORY (9) 


Ministries of H&FW 


DISTRICT HEALTH ORGANIZATIONS (431) 


ALL SPECIALITIES 
CMO/DMOs/DMEIO/DHE/PHN & Others 


SuRGeKaNeS (83,000) | (1,10,000—1/5,000) 


| =H.Worker(M) -1 | 
1 Me WORKeIIEy, a4 acc 


| Health Guide -1 
| 


| 
| 
|__DAI7TBA-1_s! (1/1000) 
PEOPLE (746 million -1985 


LEGEND 

The health services organization in the country extending from the national level to a sub-centre level is 
diagramatically represented in this table. Sub-centres constitute the most peripheral governmental health 
institutional facility. The village level health functionaries 7e. Health Guides and Trained Da/s form the 
interface between the people and the governmental set up. The figures within the solid boxes represent the 
number of centres etc., whereas figures in parentheses outside the boxes on the right hand side represent 
the number of institutions in proportion to the population, which are currently available and which are 
aimed to be established by the year 1990. The type of the health and family welfare personnel that are 
available at different levels are given in the boxes marked by the dotted lines. 
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centre per 5,000 population (3000 population in hilly and desert areas and difficu!t 
terrain) by the end of the Seventh Plan /.e. 1990. To date about 83,000 sub-centres 
(both on old and new patterns) have been established. 


Facilities at PHC level 


At present in each block there is one PHC, which covers 100,000 or more population. 
By the year 1990 one PHC is envisaged for every 30,000 population. Many rural 
dispensaries are being upgraded to subsidiary health centre or the new PHCs. Each 
new PHC will have one medical officer, one block extension educator (BEE), two health 
assitants—one male and one female, and health workers and other supporting staff. 
To date there are about 11,000 PHCs (both old and new combined). 


Facilities at community health centre 


For a successful primary health care programme, effective referral support is 
necessary. It is envisaged that one community health centre(CHC) for every 100,000 
population, will provide all specialist services. Community health centre will be 
established by upgrading sub-district/ta/uka hospitals and some of the block level 
PHCs. For strengthening preventive and promotive aspects of health care, anew non- 
medical post called community health officer (CHO) will be provided at each CHC. 


Facilities at district level 


District health organisation is to be appropriately strengthened to cater to the needs of 
the expanding rural health and family welfare programmes. Not only the planning and 
implementation and monitoring of health and family welfare programmes are to be 
carried out at the district level (preferably on a decentralised basis), all the referral 
services from the periphery /.e. PHCs, community health centres, taluka hospitals, are 
to be attended to satisfactorily. 

The primary contact care will be provided by the health functionaries at the village 
level and by the multipurpose workers at the sub-centre level. The cases needing 
further help will be dealt with at the PHC, and those needing referral support by the 
specialists would be referred to community health centre (CHC). The secondary and 
tertiary referral support will be provided at the district hospital and medical 
college/specialised hospitals respectively. 


CONCEPT OF PRIMARY HEALTH CARE 


The concept and dimension of primary health care and also those of health were 
clearly defined at the international conference held at Alma Ata in 1978. Health 
development should be considered as’an integral part of social and economic 
development. 


Dimensions of health 
(1) Health is defined as a State of complete physical, mental and social well- 
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being, and not merely an absence of disease or infirmity. 


(2) Healthis also a fundamental human right, and therefore, the attainment of 


the highest level of health is a most important social goal. 


(3) Achievement of health requires coordinated efforts of social and economic 


sectors, besides the health sector. 


Concept of primary health care 


Primary health care has the following characteristics: 


(1) Itis an essential health care which is to be based on practical, scientifically 


sound and socially acceptable methods ana technology. 


(2) It should be rendered universally accessible to the individuals and the 


families in the community through their full participation. 


(3) Its availability should be at a cost which the community andthe country can 


afford to maintain at every stage of their development in a spirit of self- 
reliance and self-development. 


Primary health care, an integral part of the country’s health system should be a 
central function and the main agent for delivering health care. It is the first level of 
contact of the individuals, the family and the community with the national health 
system, bringing health care nearer to people. This should get full support in the 
following areas from the rest of the health system: 


a. 
b. referral of patients to local or other specialised institutions; 
c 

d. logistic support and supplies. 


consultation on health problems; 


Supportive Supervision and guidance; and 


ESSENTIAL COMPONENTS OF PRIMARY HEALTH CARE 


For effective primary health care the following eight essential components are to be 
implemented in an integrated manner. 


(1) Education of the peole about prevailing health problems and methods of 


preventing and controlling them. 


(2) Promotion of food supply and proper nutrition. 

(3) Adequate supply of safe water and basic sanitation. 

(4) Maternal and child health care and family planning. 

(5) Immunization against major infectious diseases. 

(6) Prevention and control of locally endemic diseases. 

(7) Appropriate treatment of common diseases and injuries. 
(8) Provision of essential drugs. 


SUPPORTIVE ACTIVITIES FOR PRIMARY HEALTH CARE 


For successful implementation of the essential components of primary health care, 
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WHO has identified supportive activities which are given below: 


(1) Community involvement and participation. 
(2) Intra-and inter-sectoral coordination. 

(3) Provision of effective referral support. 

(4) Development and mobilisation of resources. 
(5) Involvement of managerial process. 

(6) Medical and health services research, including innovative approaches. - 
(7) Development and application of appropriate technology. 
(8) Health manpower development. 


MAJOR PROBLEMS AND CONSTRAINTS IN THE HEALTH AND 
FAMILY WELFARE | 


Based on the existing reports and studies, certain major health problems can be 
broadly categorised. These pertain to health, maternal and child health and family 
planning, and operational aspects. These three aspects are discussed in detail below: 


Health aspects 


(1) The incidence of communicable and vectorborne diseases such as tuberculosis 
(TB), malaria, filaria, leprosy, poliomyelitis, tetanus, etc., and other preventable 
diseases is still high. In 1983, about 2.02 million cases of malaria were recorded; 
about 1.5 per cent of the total population are estimated to be suffering from active TB 
of lungs. 

(2) Widely prevalent malnutrition and under-nutrition pertain to protein-calorie 
deficiencies, vitamin-A and iodine deficiencies, and nutritional anaemia. 

(3) Safe and potable water is available only to a small proportion of population. There 
are about 164,310 problem villages which do not have potable drinking water. Many 
of the waterborne diseases prevalent in the country are preventable; but the 
importance of the use of pure and safe water as well as of personal hygiene are not 
properly appreciated. 

(4) Environmental sanitation, particularly in rural areas and urban slums, is very 
poor. Less than 10 per cent of the population in rural areas have proper sanitation 
facilities. Arrangements for proper disposal of human and animal wastes, sewage and 
sullage etc. are largely lacking. 

(5) Many health problems have their roots in various aspects of community life, and 
these cannot be effectively managed by medical or health interventions alone. 


Maternal and child health and family planning aspects 


(1) Maternal and infant mortality rates are still high. Maternal mortality is presently 4 
to 5 per 1000 live births and infant mortality rate was 105 per 1000 live births in 
1982. About 50 to 60 per cent of infant deaths occurs during the neo-natal period (0-28 
days). Some of the important causes of maternal mortality are sepsis, haemorrhage, 
toxaemia, illegal abortion, malnutrition and repeated child births. The important 
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causes of deaths among infants and young children are prematurity, tetanus neo- 
natorum, diarrhoea, malnutrition and respiratory infections. Several factors, suchas, 
inadequate care of mothers at risk, poor maternal health, lack of referral services etc. 
contribute to this mortality. 

(2) Nutrition deficiency states are particularly noticeable among pregnant mothers, 
and among infants and children. Malnutrition is the causative factor in 7 per cent of 
the deaths in the age group of O to5 years, and in yet another 46 per cent it contributes 
in association with other factors. 

(3) The percentage of pregnant mothers receiving ante-natal care is only about 50 
per cent of the total. Situation in rural areas is much worse; about 80 per cent of 
pregnant women are being delivered by untrained persons. 

(4) Crude birth rate is still quite high(33.8/1000 population). The effective couple 
protection was 33 per cent in 1985. If the birth rate is to be reduced to 21 per 1000 
population and the net reproduction rate of unity (NRR-1) isto be achieved by 2000 
A.D., about 60 per cent of the eligible couples have to be effectively protected. 

(5) Of the 33 per cent protected couples, 28 per cent have accepted sterilization and 
only about 5 per cent have used spacing methods. Among the acceptors of 
sterilization, about 80 per cent had 3 or more living children. Obviously, therefore, to 
achieve appreciable demographic impact more attention is to be paid to low parity 
couples needing spacing methods. 


Operational aspects 


(1) While about 78 per cent of the population reside in rural areas, about 80 per cent of 
medical and health care facilities are located in urban areas. Poor communication 
facilities and lack of transport for health personnel in rural areas add further to the 
problem. 

(2) Outreach and utilisation of services in rural areas are limited. Health services 
are not accessible in rural areas. A large percentage of deaths take place unattended 
by any qualified doctor. 

(3) Health education and awareness of its importance among rural people is 
woefully meagre which results in under-utilisation of services. Illiteracy and 
superstitions cut across efforts to communicate with the community in health and 
related matters. 

(4) Integrated development is yet to take roots in the country. 

(5) Infrastructure development is still inadequate with low doctor and health 
worker-population ratio. Some categories of health functionaries like MPWs (male 
and female) are in short supply. 

(6) The per capita (public sector) expenditure on health (medical and public health) 
during 1981-82 was hardly Rs. 28 annually. Even these limited resources, made 
available to the health sector, are largely spent on urban curative services. 

(7) Plans are drawn up and implemented by health planners and programme 
administrators without the community being involved at any stage of the programme. 
The community never has the feeling that its participation is the most important 
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component of the programme. As a result, there is want of self-reliance on the part of 
the community. 

(8) Inadequate and often inappropriate training of health personnel of all 
categories, coupled with lack of supportive and total absence of continuing education, 
have made the delivery system largely ineffective. 

(9) Lack of managerial skills among health professionals has contributed to poor 
health care services in the rural areas. 

(10) Majority of the professionals who participate in the execution of health 
programmes have little appreciation of preventive and promotive aspects of health. 


APPROACHES FOR IMPLEMENTING DIFFERENT COMPONENTS OF PRIMARY 
HEALTH CARE 


Education about health 


People living in rural areas and urban slums, do not generally have knowledge about 
health matters. Traditions, superstitions, illiteracy and economic backwardness 
prevent even imitation of progressive health practices. They should be educated about 
health problems in the community, the need for promotion and maintenance of 
health, the available resources and how and when to utilise them. There is an urgent 
need to step up health education activities through medid of mass communication. 
Functionaries of other departments such as education, agriculture, panchayats, etc. 
can supplement the efforts significantly. Health education in schools and adult 
education sessions should incorporate various health problems and their remedial 
measures. 


Promotion of food supply and proper nutrition 


People should be educated about the importance of food value and food hygiene, in 
view of the wide extent of malnutrition existing among them. Ma!nutrition among 
infants and children can be prevented by sound feeding practices, including breast 
feeding and utilising supplementary nutrition. Moderately and severely malnourished 
groups should be given special attention. Mothers need to be imparted health 
education on these aspects. 

People should be encouraged to grow with their own efforts foods such as 
vegetables, fruits, cereals, pulses, etc. in kitchen gardens and through cooperatives or 
other methods. Income-generating scheme should be initiated and fully utilised. 

Inter-sectoral coordination and linkages with the functionaries of other 
departments can play a significant role in all these activities and programmes. 


Supply of safe water and basic sanitation measures 


Many health problems have their roots in living conditions of the community. Supply 
of safe water and basic sanitation measures are most important for living in health. 
The community should be educated about the use of pure and safe water as well as 
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personal hygiene. Systematic survey should be made to identify sources of safe water 
and carry out tests and analysis of the same. Regular purification of water through 
chlorination, etc. should be arranged. 

The setting up of household and community latrines should be encouraged and 
arrangements should be made for collection and disposal of human and animal 
wastes. Construction of composting facilities, soakage pits and use of some of waste 
resources would be helpful. In all these aspects cooperation of other sectors such as 
works and housing, rural development, engineering department, village industries, 
agriculture, education, etc. would be most vital. 


Maternal and child health care and family planning 


Maternal care: The problems of maternal morbidity and mortality are serious enough 
to need special attention. Ante-natal registration and care should cover all pregnant 
mothers. The deliveries should take place either at home or in institutions with the 
help of trained da/s or female multipurpose workers. All pregnant mothers must 
receive necessary doses of tetanus toxoid, and also iron and folic acid supplement 
for nutritional anaemia. 

Infant care: High infant mortality and its attendant causes pose a challenge to 
public health personnel. The health functionaries, namely the dais, the female health 
workers and health assistants need to be trained in peri-natal and neo-natal care to 
tackle this important problem. 

During the post-natal period, educational efforts should be directed to promote 
growth monitoring, sound weaning practices and immunisation of children. The 
organisation of referral system should be strengthened. 

Care of young children: For promoting health care of children aged O-5 year /.e.., the 
pre-school children, two types of intervention programmes would be needed: (a) 
prevention and treatment of malnutrition, and (b) reduction of mortality due to 
diarrhoea, respiratory infections, and other infections preventable by immunisation. 
Malnutrition predisposes children to infection, the morbidity rates being three times 
higher in malnourished children. 

The strategies for reduction of prevalence rate of malnutrition in pre-school 
children would be: (a) to provide nutrition education to mothers; (b) to detect cases of 
malnutrition and to grade them; (c) to rehabilitate grades | and Il by supplementary 
feeding from home resources; (d) supplementry feeding of grade Ill cases at sub- 
centres; and(e) referral of grade III cases with diarrhoea or infection to secondary level 
of care. 

The strategies for reduction in infant mortality due to diarrhoeal diseases and 
respiratory infections would be: 


(a) to educate the mothers how to prevent and treat diarrhoeal and respiratory 
diseases; 
(b) to train the health functionaries about how to recognise and treat these 


disorders, and to judge which patients would need referral to higher levels of health 
Services; 
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(c) to create facilities for secondary level care of referred cases; and 
(d) to provide drugs, ORS and other supportive measures. 


Children: under one year of age must be immunized against tuberculosis, 
poliomyelitis, diphtheria, whooping cough and measles (wherever feasible). 


Family planning. Because of the high level of fertility and the relatively larger 
proportion of people opting for terminal methods, the programme needs to pay more 
attention to younger couples with low parity for adoption of spacing methods. 


Acceptance and continued use of contraceptives can be sustained by effective 
communication, motivation and regular counselling, and improvement in the quality 
of service. 


Immunisation against major infectious diseases 


immunisation of children should be organised in a systematic manner. In some 
endemic areas immunisation against cholera and typhoid has also to be considered. 
Educational activities, provision of services, and follow-up support and care should be 
ensured. Cooperation. from other sectors, such as education, social and woman's 
welfare departments, panchayat and voluntary organisations would be rewarding. 


Prevention and control of locally endemic diseases 


Several public health programmes have been in operation on a national scale to 
eradicate diseases such as, malaria, tuberculosis, leprosy, filaria, goitre and 
blindness. 


National malaria eradication programme (NMEP). Malaria still continues to be a 
public health hazard. Stress has been laid on regular fortnightly surveillance of fever 
cases through multipurpose workers/ surveillance workers in all malaria prone areas 
of the country. Insecticidal spray in areas recording more than 2 cases per thousand 
per year is envisaged. Laboratory services have been decentralised at PHC for prompt 
examination of blood smears and institution of immediate treatment. 


National leprosy eradication programme: Leprosy is a health and social problem, 
with 4 million estimated cases, one-fifth of them among children. The States of 
Andhra Pradesh, Tamil Nadu, Orissa, West Bengal and Maharashtra contribute 60 per 
cent of the total cases in India. The target is to arrest the disease in all the known 


leprosy patients by the turn of the Century. 


New anti-leprosy drugs have been developed in recent years. Multi-drug treatment 
can produce complete cure within a period of 2 to 3 years when given in a proper 
combination. During the Seventh Plan period the target is to arrest the disease in 60 
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per cent of the total known cases. And 76 highly endemic districts for leprosy will be 
covered under multi-drug regimen. Health education will be intensified. The progress 
of the programme will be monitored by a high-powered board every six months at the 
national level. 


National T.B. control programme: T.B. is a major health problem in India. 1.5 per 
cent of the total population is estimated to be suffering from T.B. of lungs. The main 
aim of the programme is to detect as large anumber of patients as possible and to treat 
them effectively. For the first time during 1983-84, PHCs were involved in the work of 
Sputum examinations with a target of 50 examinations per month and domiciliary 
treatment of T.B. patients and BCG vaccination of newborns and infants. During the 
Seventh Plan case detection and Sputum examinations will be extensively continued. 
The village health guides are also being involved in essential health education 
activities, including creation of motivation to avail of the diagnostic facilities and 
treatment. 


National blindness control programme etc.: India has about 9 million blind. In 
addition, 45 million suffer from one or the other visual impairments. The problem is of 
large magnitude, causing considerable loss to the economy of the country. 


A programme was initiated in 1976 for immediate relief to the needy. Eye care 
facilities were established at different levels with health education measures. 
Since the beginning of the programme upto 1986, 2000 PHCs and 404 district 
hospitals have been provided with ophthalmic equipment and staff. Sixty medical 
colleges, 4 regional institutes and the National Eye Centre have been assisted for 
equipment and in raising the strength of the faculty members. 


Central mobile units deliver eye care to the remote and inaccessible areas. District 
mobile units are attached with 30 district hospitals to provide comprehensive eye care 
facilities away from the district hospital. 


The disease of filaria and goitre are endemic in certain States. Necessary measures 
have been taken to combat the disease. 


Appropriate treatment of common diseases and injuries 


Treatment of common diseases and injuries are to be provided at the sub ‘centres and 
PHCs and appropriate referral services are also to be organised. Usage of localremedies 
and other facilities is to be encouraged by educating people thereon by enlisting the 
cooperation of other sectors, such as education, panchayat, privat? medical 
practitioner of modern and indigenous system of medicine. 


Provision of essential drugs 


For local health care and treatment of common diseases and disorders at least 20-25 


32 


drugs should be available within one hour's walk or travel. Usage of indigenous 
systems of medicines is being encouraged in a coordinated manner that these 
systems do support and complement each other in providing health care. 
Considering the financial constraints from government sources, community's 
participation through cooperative funding, etc. may be explored. 


NEED FOR MANAGEMENT TRAINING AND CONTINUING EDUCATION 


Management training 


Management has been defined as ‘the purposeful and effective use of resources— 
manpower, material and finances—for fulfilling a pre-determined objective. 
Managerial processes involve situational analysis; policy formulation; setting 
goals/ objectives/ targets, framing of strategy; making plan of action; broad 
programming; budgeting; detailed programming; implementation—organization of 
resources and initiation of activities; monitoring and control; evaluation and feed- 
back; and reprogramming. 

Personne! of various categories working at different levels will need to apply different 
components of managerial process for strengthening national health care delivery 
system. Functioning at different levels would also require blending of varying degrees 
of managerial and technical skills. The higher is the level in the organisation, the 
greater is the need for managerial function and lesser is the need for technical skills. 
Conversely, the lower the !evel in the organisation the lesser is the need for 
managerial functions and higher the need for application of technical skills. However, 
even at the grassroot level the development of well coordinated and systematic style 
of functioning by various categories of personnel would be very important for proper 
management of the programme. Furthermore, in participatory management the 
principles and different component of managerial processes should be well 
understood by all concerned. 

With the object of developing management training programmes, the training 
needs of different categories of personnel have been systematically identified through 
adoption of four approaches. Following these approaches, managerial requirements 
and management problems at different levels were identified. On careful analysis 
certain management problems were found to be amenable to change through training 
while others required specific policy decisions and/or administrative actions. Using 
the four approaches, the main areas of managerial functions and the nature of 
activities required for fulfilling these functions were identified. The specific 
knowledge and skill required and the necessary attitude were defined. Based on 
these, training curricula for strengthening managerial skills were formulated. For 
facilitating the teaching-learning processes, these have been put into modular formats. 

These modules are primarily trainer-oriented. However, the training module for 
medical officers of PHC is structured in such a way that even the trainees can be 
encouraged to use this for self-learning. 
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Continuing education 


Continuing education provides the organisation and its workers with increasing 
efficiency to perform competently in their current and future jobs. It is the planned 
provision for systematic learning in the job, and is an essential element for personal 
and organisational development. An important factor for achieving Health for All by 
2000 A.D. would be the ability of the individual and the organisation to recognise and 
respond to changes in advancing technology for health maintenance and promoting 
new pattern of diseases and disability, new social policies, expectations and 
programmes, for better health services. 

New competencies are to be developed at different levels to be able to observe, 
analyse, interpret realistically and react intelligently to human behaviour, event and 
enviroments, and to effectively perform as a member of the team, to address priority 
community problems and concerns and to develop proper attitude for continuous 
learning. The concept of life-long education is being increasigly accepted as an 
indispensable supplement to basic education. 

For maintaining high level of competence and performance and to strengthen 
national will to achieve Health for All by 2000 A.D. through primary health care, 
development of adequate systems for continuing education and to integrate it with 
Supervision at all levels would be most vita! for proper health manpower development. 

Since continuing education provides the health personnel opportunities to learn new 
techniques, approaches and attitudes for effective maintenance of Stanaards of 
health care delivery, and since it serves as an essential part of the process of 
introducing any changes in the method of health work, it is considered asan important 
part of the ‘Management System’ or ‘Managerial Process.’ 
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MODULE 1 


Introduction to Management 
Training for Medical Officers 


INTRODUCTION 


The purpose of this module is to introduce medical officers to the broad concepts of 
management and their applicability at the primary health centre. The module contains 
an overview of this management training course, a definition of management and 
management functions, and a group exercise to identify medical officer's managerial 
responsibilities at a primary health centre. 

Medical officers often tend to think of themselves as technical persons, not 
managers. Consequently, they frequently analyse problems and solutions exclusively 
from a technical point of view. Yet, many problems are largely managerial rather than 
technical, and respond to management solutions rather than technical solutions. This 
module is designed to help medical officers appreciate their management functions 
and to develop a management perspective that will help them do their jobs better. 


OBJECTIVES 
Tre medical officer will be able to: 


1. describe the overall objective, organisation, and contents of the course; 

2. explain the roles and responsibilities of both trainers and participants during 
the course; 

3. define management and explain the basic functions of management, 

4. explain how a manager uses creative thinking and innovation; 

5. identify medical officer's managerial functions and distinguish between 
managerial and technical functions. 


DURATION: 4 hours and 45 minutes (classroom) 


Contents Teaching Teaching 
Methods Aids 
1. Description of overall objective, organisation, Lecture and Chalkboard 
and contents of course discussion 
2. Description of roles and Individual Chalkboard 
responsibilities of trainers Exercise 1.1 
and participants discussion 
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Definition and functions 


Reading and Chalkboard 


of management. discussion Handout 1.2 
Techniques for creative Individual Box of Matches; 
thinking and innovation Exercise 1.2 Chalkboard 

and discussion 
Technical versus managerial Group Exercise Handout 1.3 
roles of medical officer 1.3 and discussion Chalkboard 
Job description and task Lecture and 
analysis of a medical officer - discussion 


TEACHING ACTIVITIES 


Le 
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Begin Exercise 1.1, Your Expectations of this Course. Distribute Copies 
of Handout 1.1, containing a questionnaire and allow participants 10 
minutes to answer the questionnaire. Collect the completed 
questionnaires. One trainer studies the questionnaires to prepare for 
Teaching Activity 3 (below). 


. Another trainer lectures on the overall objective, organisation, and 


contents of the course. Write the table of contents on the chalkboard 
and briefly explain the contents of each module. Point out field trips and 
special functions in the course schedule. Explain why medical officers 
need management training. (See suggested lecture material in Notes 
for the Trainer) 


. Lead a discussion of expectations for this training course based on the 


questionnaire answered in Teaching Activity 1. (See suggested 
discussion material in Notes for the Trainer.) 


— 


. Distribute copies of Handout 1.2, and allow participants 20 minutes to 


read it. Lead a discussion based on the material covered in the Handout. 
Define management. (See suggested discussion material in Notes for 
the Trainer) 


. Begin Exercise 1.2, Creative Thinking and Innovation. Remind 


participants that innovation is one of the management functions listed 
in Handout 1.2. Proceed to demonstrate what is meant by creative 
thinking and innovation. First, use the ‘9-Dot Game’, then the 
‘Matchstick Game’ and finally the ‘Creative Thinking Game’. (See 
instructions for these games in Notes for the Trainer). \n addition to 
demonstrating creative thinking, these games serve as ‘icebreakers’, 
i.e, they permit the participants to become better acquainted before 
they begin tackling the management topics of the course. This 
‘becoming acquainted’ is very important, because the success of this 
course depends on effective group work. 


. Begin Exercise 1.3, Technical Vs. Managerial Roles of a Medical 


Officer. Divide the participants into small groups. Allow 45 minutes for 


Time 


15 min. 


15 min. 


15 min. 


60 min. 


60 min. 


45 min. 


the groups to make a list of technical functions and managerial 
functions based on their experience as PHC medical officers. Distribute 
copies of Handout 1.3 for participants to use during the group work. Tell 
the groups to list technical and managerial functions on a sheet of 
paper and be prepared to discuss each function. 


. Reassemble the class. Ask groups to share their lists of technical and 
managerial functions. Make a summary list on the chalkboard. Show 
the close relationship between technical and managerial functions. 
Give a short lecture on the differences and similarities between the 
MO’s technical and managerial functions. Refer to the Task Analysis 
used as a basis for these management training modules. Use examples 
from the Task Analysis to illustrate managerial responsibilities of 
medical officers (See the Task Analysis and suggested lecture materia! 
in Notes for the Trainer) 


. Summary and evaluation of learning in Module 1. Ask one participant 
to summarise what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 


60 min. 


15 min. 
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HANDOUT 1.1 


EXERCISE 1.1 
YOUR EXPECTATIONS OF THIS COURSE 


QUESTIONNAIRE 


Instructions: Please answer the questions below. Return completed questionnaire to the 
trainer. You do not need to sign the questionnaire. 


1. | am participating in this course because; 
(Tick correct answers) 


CL) | have been deputed by my government 

C1) | warit a break from my work at PHC 

CL] | want more knowledge about management 
CL) | want to develop my management skills 


2. The most important skills | hope to learn during this course are: 


3. The trainer's role during this course is to: 


4. My role during this course is to: 


HANDOUT 1.2 


MANAGEMENT 


Almost everyone has some conception of the word ‘Management’ and is conscious, 
that management requires certain abilities which are distinct from those required to 
do the work. Thus a man may be first-class doctor but may be unable to manage a large 
hospital successfully. This is common knowledge, and most people have seen or read 
about cases in which a business failed, not because its owner did not know his field, 
but because he was a poor manager.-To cite one well known example, Thomas Edison 
was a superb inventor, but the company he established to manufacture electric light 
bulbs failed because Edison was a poor manager. 

When a person becomes a manager, he may continue to do part of his former work, 
but more importantly he takes on new duties that are entirely managerial in character, 
He must lay out the work for others, decide which part of the total job each of the 
groups or individuals under him should do, establish priorities, induce subordinates to 
put forth their best efforts, and check on their progress. 

Knowledge of the work will help a manager, but he will need something more. Even 
when he knows exactly how he would do the job himself, he may be unable to explain 
to others how it should be done or to decide how to divide the job in parts when several 
people are to do the job. 

But if a manager needs more than knowledge of the work itself, what exactly does 
he need to know? Or is management an art that can be practised effectively only by 
those with a special natural talent for it? 

There is general agreement that management is partly an art. No foolproof rules 
exist that do away with the need for judgement and common sense. Management and 
administration anyone may learn. And regardless of a person’s natural talent for 
management, or lack of it, he will be a better manager because he has acquired this 
knowledge. 

In order to determine what a manager should know, it is necessary to define 
management. Management is ‘the purposeful and efficient use of resources’ as given 
earlier. Mangement comprises of one of the important elements of manpower 
resources, which requires proper management. In the process of managing personnel 
the manager must not only understand how to get people to do what he wants them to 
do; he must also know what they should be doing, what results should be achieved, 
what each person or group should contribute to the common effort, and how the result 
can best be achieved without duplication of work or wastage of resources. The 
medical officer's job is essentially resource management, planning, coordination, 
evaluation and supervision. 

Again, management involves decision-making and it is quite true that many of the 
most important actions managers take are simple decisions. And the manager has to 
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get things done through other people. Then, the manager must decide first of allwhat 
he wants the people to do; then he must decide who can best do each part of the job 
and how he can ensure that each person does a good job. If the study of management 
is to foster better decision-making, the management job must be broken down into 
functional areas that will make it possible to clearly see what knowledge and skills the 
modern manager needs. Six of these functional areas are described below: 


MANAGEMENT FUNCTIONS 


Planning. The manager first outlines the job he wants to be done. He must set short and 
long-term objectives for the organisation and decide on the means that will be used to 
achieve them. For this it is necesary for him to forecast, as much as he is able, the 
economic, social and political environment in which his organisation will be 
cperating, and the resources it will have for the programmes. For example, some plans 
may be feasible only in times of prosperity and may be utterly impractical in a period of 
resource constraints. 


Organising. The manager must carry out the plan by organising resources— 
. personnel, supplies, transport, finances, etc. He must establish operating procedures 
and reporting relationships. The work done by subordinates will necessarily be inter- 
related; hence, some means of coordinating their efforts must be provided. 
Coordination is, in fact, an essential part of organising. 


Staffing. Having known the work to be done, he must find the right person for each job. 
An established health service, of course, already has people filling the staff positions. 
However, staffing obviously cannot be done once and for all, since people are 
resigning, being promoted, and retiring. Furthermore, workers’ skills change with 
acquiring more experience, or getting additional training. So a manager must make 
periodica! assessment of his staff and attempt to plan each person into the position 
where he can do the best job. 


Direction: ‘Since problems and opportunities in the day-to-day work cannot be 
anticipated beforehand, job descriptions must be stated in general terms. The 
manager, while providing day-to-day direction to his subordinates, must make sure 
that they know the results he expects:in each situation, help them to improve their 
skills, and, in some cases, tell exactly how and when to perform certain tasks. A good 
manager makes his subordinates feel that they want to do best possible job, not 
merely work well enough to get by. 


Coordination: The manager has to inter-relate the various activities contributing to the 
achievement of an objective. This is an important function of management to blend all 
the activities into a unified action. 


Reporting. The manager has to report the progress to his superiors regularly. The 
progress needs to be assessed from records and reports, which will also be useful for 
monitoring and evaluation. 
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Budgeting. The manager has to prepare a budget, and monitor expenditure. At the end 
of the year he has to assess the financial performance. 


Control. A control mechanism helps the manager to determine how well the jobs have 
been done and what progress is being made towards the goals. He must therefore 
know what is happening so that he can step in and make changes if the organisation is 
deviating from the path he has set for it. A mechanism of control is for systematically 
judging progress towards goals. 


Innovation: A good manager is always an innovator. Peter Drucker, an important 
pioneer in modern management, has said, ‘Managing a business cannot be a 
bureaucratic and administrative job...(it) must be acreative task.’ A manager may 
innovate in several ways, for example, he may develop new ideas himself, combine old 
ideas into new ones, pick up ideas from other fields and adapt them to his own use, or 
merely act as a catalyst and stimulate others to develop and carry out innovations. 
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HANDOUT 1.3 


JOB DESCRIPTION OF 
MEDICAL OFFICER, PRIMARY HEALTH CENTRE 


GENERAL 


The medical officer of primary health centre is responsible for providing direction and 
guidance in all the health activities radiating from his health centre. He should 
therefore, keep himself fully conversant with the area, village, topography, 
demography, community health needs and public health problems. Being the 
custodian of health of the area he will undertake promotive, preventive and curative 
work in an integrated manner. For this purpose, the medical officers in the primary 
health centre will divide the area amongst themselves on a geographical basis and 
will be responsible for all the health programmes in their respective areas. It is aimed 
that ultimately the PHC will cover a population of 30,000 with one medical officer. The 
situation may then change. | 


A. CURATIVE WORK 


1. The medical officer will organise the dispensary, out-patient department and 
in-patient wards and will allot duties to ensure smooth running of the same. 

2. He will make arrangement for distribution of work in the treatment of 
emergency cases which come outside the normal OPD hours. 

3. He will organize laboratory services for proper diagnosis of doubtful cases. 

4. He will make arrangements for rendering services for the treatment of minor 
ailments at community level and at the PHC through the agency of health 
assistants, health workers and health guides, and trained dais. 

5. He will attend to cases referred to him by health assistants, health workers, 
health guides and trained dais. 

6. He will screen cases needing specialised medical attention and nursing care 
and refer them to referral institutions. 

7. He will provide guidance to the health assistants, health workers, and health 
guides in the treatment of minor ailments. 

8. He will cooperate and/or coordinate with other institutions providing health 
services in the Block. 


Source: Curricula for Training of Staff of the Primary Health Centre. Rural Health Division, Ministry of 
Health and Family Welfare, Government of !ndia, New Delhi. 
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B. PREVENTIVE WORK 


1. 


r 3 


8. 


He will ensure that health assistants, health workers, health guides and 
trained dais are fully conversant with the health programmes to be 
implemented in the villages where they work. 


. He will supervise their work regularly, both in the clinics and in the 


community setting, and will give them necessary guidance and direction. 


. He will visit each sub-centre in his area at least once in a week on a fixed day 


not only to check the work of the staff but also to provide services and on-the- 
spot guidance to health assistants, health workers, health guides and trained 
dais. 


. During the field visits he will provide technical guidance to health guides and 


encourage them to participate in promotive and preventive health activities. 


_ He will visit schools in his area at least once in a year for medical check-up, 


immunization, and health education. He will also make arrangements for the 
treatment of those students found with defects. 

He will carry out MCH services and will actively involve health assistants, 
health workers, health guides and trained da/s in the effective 
implementation of MCH, family planning and nutrition programmes. 

He will ensure that all steps are being taken for the control of communicabie 
diseases and proper improvement of sanitation in the villages. 

He will take necessary action in case of any outbreak of epidemic in his area. 


C. PROMOTIVE WORK 


: 


2: 


3. 


He will organise/participate in village health committee/ village panchayat 
meetings to discuss health programmes with the public and enlist their 
cooperation. 

He will keep close liaison with the block development officer and his staff, 
community leaders and various social welfare agencies in his area and 
involve them to the best advantage in the promotion of health programmes. 
He will organize camps, meetings, health education talks and 
demonstrations, display of posters, exhibitions and films with the assistance 
of the block extension educator, health assistants and health workers. 


4. Wherever possible, he will conduct field surveys to identify local health 


problems, and then, based on these health problems he will devise a strategy 
for effective delivery of health services in his area. 


D. TRAINING 


i? 


ye 


He will organize training programmes, including continuing education, with 
the assistance of the block extension educator and under the guidance of the 
district health authorities and Health and Family Wefare Training Centres 
(HFWTCs) under the multipurpose worker scheme. 

He will educate the community as to the selection of health guides and will 
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3; 


take necessary steps to train health guides from his area. 

He will also provide assistance to the health assistants (F) and health workers 
(F) in organizing training programmes for indigenous dais practising in the 
area. 


E. ADMINISTRATIVE 
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_ He will supervise the work of staff working under him. 
_ He will ensure general cleanliness inside and outside the primary health 


centre and also proper maintenance of all the equipment under his charge. 


_ He will keep the inventory and stock register of all the stores and equipments 


supplied to him up-to-date and will be responsible for its correct accounting. 


_ He will prepare indents for drugs, instruments, linen, etc. sufficiently in 


advance and will submit them to the appropriate health authorities. 


_ He will scrutinize the programmes of his staff and suggest changes, if 


necessary, to suit the priority of work. 


_ He will ensure the proper maintenance of vehicles under his charge. 
. He will prepare and display charts in his office to explain clearly the 


geographical area, location of peripheral health units, morbidity and 
mortality, health statistics and other important information about his area. 


. He will hold monthly staff meetings with his staff for evaluating the progress 


of work and suggesting steps to be taken for the further improvements. 


_ He will ensure the regular supply of medicines to health guides and 


disbursement of honorarium to trained dais. 


. He will maintain the prescribed records at the PHC level. 
. He will receive reports from the periphery, get them compiled and submit the 


returns regularly to the district health authorities. 


. He will keep notes of the field visits he makes in his area and submit every 


month his tour reports to the CMO. 


. He will discharge all the financial duties entrusted to him. 
. He will discharge the day-to-day administrative functions pertaining to the 


primary health centre. 


TRAINER NOTES 


NOTES FOR THE TRAINER 


BACKGROUND READING FOR TRAINER 


DEVELOPMENTAL ADMINISTRATION AND PRINCIPLES OF 
ORGANISATION AND MANAGEMENT 


As stated above, management is a purposeful and efficient use of resources. In other 
words, ‘management is the process by which the potentia!s of men andof materials are 
mobilized and utilised for the achievement of defined goals.’ 


What is Developmental Administration? 


Developmental administration aims at social objectives of rendering services to the 
people. it does not rely cn the profit motive as the private sector does. There is yet 
another term ‘public administration.’ This involves the implementation of public policy 
outlined by the elected representatives of the people. !t has both regulatory and 
developmental functions. 

What do we understand by management and administration? ‘Administration is the 
organisation and use of men and materials to accomplish a purpose.’ ‘Organisation is 
an anatomy while management is the physiology or the process in an organization.’ 
Thus, management, in contrast to administration, refers to the collective utilisation of 
human resources and material in an effort to reach the goal. Management and 
administration are not synonymous terms. 


What is Need of Management? 


An organization is formed to translate policy into action. Management is then the 
process of making an organisation function. Without management, organisations 
cannot translate policy into action. 


Appoaches to Management 


a. The structural approach, or the mechanistic approach, emphasizes formal 
structure of an organisation where relationships are established by statute or by 
top management. Here the organisation is established and supported by 
authority andcan be set out clearly on a chart or diagram. Under this approach an 
organization is seen as machine, considering the workers in the organization as 
mere cogs. The pioneers of this theory are F.W. Tayior and Henry Fayol. 

b. The humanistic approach emphasizes the people in an organisation, human 
motivations and informal group functioning rather than formal relationships 
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determined through charts or diagrams. Elton Mayo and Herbert Symon 
contributed much to the development of humanistic approach. This approach is 
sometimes called participative management. 


Principles of Organization 


+ 


Hierarchy: Any organization is like a pyramid, broadest at the base and tapering 
towards the top. In this pyramid there is hierarchy. Hierarchy consists in the 
universal application of the superior-subordinate relationship through a number 
of levels of responsivility reaching from the top to the bottom of the organisation. 


Span of control: The number of subordinates that a manager can personally 


direct or supervise is known as the span of control. There is no agreement as to 
the exact number, but there does exist a general agreement that the shorter the 
span the greater will be the contact and consequently more effective control. But 
the span of control is greatly determined by the type of activity and by the 
manager's or supervisor's capability. 


. Unity of command: According to the mechanistic approach, an employee should 


receive orders from one superior only. Otherwise, ‘authority is undermined, 
discipline is in danger, order disturbed and stability threatened.’ (Fayol) The 
humanistic approach favours a ‘team approach’ and is less concerned about 
unity of command. 


. Centralisation vs. decentralisation: Centralisation means concentration of 


authority at or near the top. Decentralisation means dispersal of authority 
among a number of individuals. The essence of decentralisation is the 
delegation of decision-making functions. Decentralisation means that the 
central authority gives certain powers to the local authorities. 


. Delegation: \t implies transfer of certain specified functions by the superior to the 


subordinate authority. The subordinate authority acts as the agent of the superior 
authority, and the superior always retains the right to issue directions or revise 
decisions. In other words, in delegation the responsibility always remains with 
the superior. 


Functions of the Manager 


The functions of a manager are summed up by the following: 
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Planning : plan the work that needs to be done and the method how it should be 
done. 

Organising : giving the plan some shape and establishing the formal structure of 
authority through which work sub-divisions are arranged. 

Staffing : the whole function of recruiting, training of the personnel and their 
conditions of work. 

Directing - the continuous task of making decisions and giving instructions. 
Coordinating : the important task of inter-relating the various parts of the work. 
Reporting . keeping those to whom the manager is responsibile informed about 


progress and also keeping himself informed through records, returns and 
inspection. 
Budgeting - fiscal planning, accounting and control. 


Conclusions 


The role of developmental administration is expanding. In the past, law and order and 
revenue collection were the two chief concerns of government. But, since 
independence, the role of government has broadened and the emphasis has shifted to 
developmental administration. Programmes like family planning, and industries such 
as telecommunications are now government's responsibility, and the role of 
developmental administration has expanded to meet the need for managing these 
complex activities. It must be cautioned that these principles of mangement and public 
administration are not like the laws of physical science, which are true at all times and 
all places. These principles are not absolute, and cannot be applied rigidly. The 
responsible manager must know the principles and apply them with judgement in 
terms of his immediate situation. 


TEACHING ACTIVITY 2: LECTURE MATERIAL 


The overall objective of this course is to improve the management knowledge and 
management skills of medical officers working at PHCs. They need training because 
they are the managers of resources at PHCs. The organisation of the course is in 
modules as shown in the contents of modules. Refer to the Introduction for Trainers 
for a brief history of development of the modules, the duration of each module, and the 
emphasis on practical exercises and field work. The course evaluation will be: (1) pre- 
course test and post-course test, (2) verbal summary and evaluation at the end of each 
module, and (3) written evaluation of the content andteaching activities(exercises) at 
the end of each module. 


TEACHING ACTIVITY 3: DISCUSSION MATERIAL 


The questionnaire (Handout 1.1) helps to identify the participants’ reasons for 
attending this course. The personal benefits of management training, for example, it 
helps them to do their job better, should be brough out. Explain that the course focusses 
on practical management skills. Some management concepts will be presented, but 
the emphasis will be on learning new skills rather than new ideas. Write some of the 
skills under question 2 of the Questionnaire on the chalkbord. Relate these skills to the 
content of the module. This kind of discussion fosters involvement and participation by 
relating the course content to the participants’ own expectations. 

A. The role of the trainers is to help the participants learn by: 


—Providing information (lecture or handouts) 
—Answering questions 

—Leading discussions 

—Giving directions 
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—Demonstrating skills 
—Summarizing and synthesizing 


However, this course will succeed only if the participants take an active part and 
assume responsibility for their own learning. 
B. The role of the participants is to: 


—Read handouts and ask questions 

—Share information and ideas 

—Take an active part in the exercises and field work 
—Relate the course content to their own experiences 


TEACHING ACTIVITY 4: DISCUSSION MATERIAL 


Management is action oriented. It presupposes mobilising, protecting, and utilising 
human and material resources. Management is also concerned with effective and 
efficient use of resources. 


Effectiveness: Refers to the quantum of output with quality built into it. 


Efficiency. Refers to utilising resources of which time is most important. This will also 
decide whether more resources are required for achieving a particular objective or 
less to avoid wastage. 


Operations Mangement focusses on the practical, day-to-day operations of a health 
facility of health programme. These modules emphasize operations management. 


(The Background Reading at the beginning of these Notes will provide you with 
additional discussion material for Teaching Activity 4). 
TEACHING ACTIVITY 5: INSTRUCTIONS FOR EXERCISE 1.2 


“Creative thinking and innovation are both problem-solving skills, and problem solving 
is something that medical officers do every day. Begin by using the 9—Dot Game. 


The 9—Dot Game: Ask each participant to work along. First, draw nine dots on a piece 
of paper as shown here: 


Nowy, tell them to connect all the dots using only four straight lines, and not lifting 
their pencil from the page once they start. Allow them 3-5 minutes to struggle with 
this problem. Ask someone to illustrate the answer on the chalkboard. 
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Answer: 


Ask why they failed. Because they assumed that they had to remain within the dots. 
Yet the instructions did not say to remain within the dots. We all have a tendency to 
‘Stay within the dots’ in our thinking. Creativity and innovation means going outside 
the dots. In fact, the solutions to many, many problems faced by medical officers 
means going ‘outside the dots’ yet too often they assume that they cannot go ‘outside’. 
So they remain ‘inside the dots’ searching for solutions that tie outside. The result is 
frustration, embarassment, and failure—just like in the 9-dot game. 7he important 
point to emphasize. medical officers must look beyond the standard boundaries and 
limits in their thinking in order to be creative, innovative, and effective managers. 


Matchstick Game: You may give them a second chance to be creative. Distribute eight 
(8) wooden matchsticks to each participant. Tell each participant to arrange seven (7) 
of the matchsticks as shown in the diagram: 


They may be asked to use the 8th matchstick and construct four (4) regular polygons 
(equal sides). No matchsticks may cross. Allow 3-5 minutes to struggle with this 
problem. Ask someone to illustrate the answer on the chalkboard. 

Answer: 


Note: There are several false ‘solutions’, forming irregular polygons (unequal sides). 


The solution required that the original diagram be abandoned (going beyond 
established boundaries) and also a willingness to experiment, to fail, and to 
experiment again. Medical officer must be willing to experiment—be creative and 
innovative—in solving problems at a PHC. They must also be willing to fail repeatedly 
until they hit upon a solution to a problem. We all dislike failure and avoid it. Yet we all 
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wish to be creative and solve problems. Point out that a medical officer who is creative 
and innovative in solving problems is also going to have failures until he hits upon the 
right solution. 


Creative Thinking Game: Select any available object in the classroom (chalkboard, 
eraser, pointer etc.), and tell participants to work alone and write all the possible uses 
for this object. Encourage participants to be creative in their thinking, and to make long 
lists. Allow 5-10 minutes for this part of the game. 

Now divide participants into small groups. Each group works for 10 minutes to list 
all the uses for the object. Tell the groups to write their lists on filip charts (4 or 5 filip 
charts will be needed) Compare the lists. Which group was the most creative? Briefly 
discuss these techniques of creative thinking: 


Magnify: imagine the object to be much larger; gigantic 

Diminish: imagine the object to be much smaller 

Rotate: imagine the object in positions it is not customarily in; see the object 
from new angles and perspectives 

Move: imagine the object in motion 


This time the groups will deal with a real problem—how to maximise the number of 
vasectomies in your area during the next month. First, participants should work alone 
for 5 minutes; then, work in groups for 10 minutes, and write lists on chalkboards. 
Compare lists. These lists are probably short. Why? Medical officers are conditioned 
not to go beyond certain boundaries. For example, are coercive methods listed? 
Emphasize that we must separate evaluation and creative thinking. We must 
temporarily suspend judgement until we generate as many ideas as possible. Later, 
we can judge the value of the ideas, but first we must create ideas. 

Summary of Creative Thinking and Innovation Exercises: 


1. Go outside the dots; don’t assume you have to remain within boundaries 
and limitations. 

2. Magnify, diminish, rotate, and move objects and ‘ideas’. 

3. Separate creative thinking from evaluation; do not put limitations on 
creative thinking; evaluation can come later. 


TEACHING ACTIVITY 6: LECTURE MATERIAL 


A medical officer at PHC is both a technical person and a manager. Each participants 
must be able to differentiate between these two roles. As a technical worker the 
medical officer is doing some of the following: 


Diagnosis and treatment 

Prescribing 

Follow-up treatment 

Any other form of treatment 
Preventive and promotive services 
Giving clinical knowledge to his staff 


AARWN 
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As a manager, the medical officer is doing some of the following: 


Planning, organising, and evaluating the activities of the PHC 
Supervising the staff 

Maintaining adequate supplies and equipment 

Supervising information gathering and recording 

Managing the PHC vehicles 

Solving problems 

Financial administration 

Motivating the staff and providing leadership 

Developing staff capabilities through training 

10. Developing good relations with community 


SINE APAN > 


One of the problems a medical officer faces in being a PHC manager is a sense of 
frustration that he is not accomplishing as much in his managerial role as he is 
accomplishing in his technician’s role. A few medical officers get so frustrated with 
this feeling that they develop a negative attitude towards administrative and 
managerial functions. Other medical officers tend to ignore management 
responsibilities and feel comfortable only treating patients. Still, other medical 
officers delegate all administrative responsibilities to their staff and then forget about 
them. It is important that medical officers realise that they can influence the PHC’s 
performance a great deal through appropriate management and thus provide better 
_ health care for a community. 

Difference between a medical officer’s technical and managerial roles: 


1. A doctor can observe the results of treatment in a short period of time; 
whereas, a manager may have to wait for longer periods of time to see 
results or improvements. 

2. Ingeneral, a doctor works alone in his clinical activities, whereas a manager 
depends upon several other staff and works as a member of a team. For 
many medical officers it is easier to work alone than to work on a team. 

3. The results of performance as a doctor may be more visible and have higher 
status than the results of performance as a manager. 

4. A doctor has a one-to-one relationship with a client and therefore direct 
control over the client, whereas manager works through his staff and does 
not have a one-to-one relation with his client. 

5. A doctor may have to face motivational problems as often as a manager, 
both self-motivation and motivation of staff. 
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TASK ANALYSIS 


MANAGEMENT RESPONSIBILITIES OF MEDICAL 
OFFICERS AT PRIMARY HEALTH CENTRES 


Responsibilities and required managerial capabilities of medical officer, primary 
health centre are given below: 


GENERAL 


(1) ‘He should, therefore, keep himself fully conversant with the area, villages, 
topography, demography, health needs and public health problems.’ 


Activities: 1. Obtain required information through various sources 
2. Discuss health problems with other informed personnel in the 
area 
3. Set up mechanisms to up-date the information 


Capability: 1. Community health diagnosis 
2. Health planning 


‘For this purpose, the medical officers of a PHC will divide the area amongst 
themselves on a geographical basis and will be responsible for all the health 
programmes in their respective areas.’ 


Activities: 1. Divide the area among MOs 


Capability: 1. Assess the logistics and supervision requirements 
2. Divide the area for smooth operation 


A. CURATIVE WORK 


(2) ‘He will make detailed arrangements for the distribution of work in the 
treatment of emergency cases which comes outside the normal OPD hours.’ 


Activities: 1. Assess the likely emergency need 
2. Prepare plans to handle such cases 
3. Make arrangements so that necessary staff and equipment is 
available when needed 
4. Review with the staff the quality of care provided in the past and 
take corrective action as necessary 


These task analyses are in reference to managerial functions related to job responsibilities of Medical 
officers of Primary Health Centre as indicated in Handout 1.3 


Capability; 1. Work analysis 
2. Design of work programme 
3. Assign duties 
4. Evaluate past performance 


(3) ‘He will organise laboratory services for cases when necessary and within the 
scope of his laboratory for proper diagnosis of doubtful cases.’ 


Activities: 1. Assess need for laboratory services 
2. Organise work in the laboratory 
3. Ensure that equipment and supplies are available 
4. Monitor the performance of laboratory 

Capability: 1. Work analysis 


1 

2. Design of work programme 
3. Assign duties 

4. Evaluate past performance 

5. Maintenance of equipment 
. Supplies management 


oO 


(7) ‘He will provide guidance to the health assistants, health workers, and health 
guides in the treatment of minor ailments.’ 


Activities: 1. Periodically assess capabilities of various functionaries in 
treating minor ailments 
2. Organize in-service training activities 


Capability: 1. Plan and organise training and continuing education activities 


(8) ‘He will cooperate and/or coordinate with other institutions providing health 
services in the Block.’ 


Activities: 1. \dentify various institutions providing health services 
2. Assess gaps between need and position in the health care being 
provided in his area 
. Make efforts to fill this gap 


. Community health diagnosis 
. Health planning 
. Cooperation and coordination with other institutions 


Capability: 


WH W 


B. PREVENTIVE WORK 


(2) ‘He will supervise their work regularly, both in the clinic and in the community 
setting, and will give them necessary guidance and direction.’ 


Activities: 1. Assess weaknesses in performance 
2. Take actions to correct the weaknesses 
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3. Identify areas where worker needs extra support 
4. Make arrangements to provide that support 


Capability: 1. Supportive supervision 
2. Problem solving 


(3) ‘He will visit each sub-centre in his area at least once in a week on a fixed day 
not only to check the work of the staff but also to provide curative services and on-the- 
spot guidance to health assistants, health workers, health guides, and trained dais. 


Draw up tour programme 
Inform relevant persons 
Ensure that tour programme is implemented 


Activities: 


Problem solving 


1. 

-. 

3. 

Capability: 1. Prepare and undertake effective tour programmes regularly 

2. 
3. Review past performance 


(5) “He will visit schools in his area at least once in a year for medical check-up, 
immunization, and health education. He will also make arrangements for the 
treatment of those students found with defects.’ 


Activities: 1. Prepare a list of schools 
2. Plan a programme of visits: 
3. Implement the programme 


Capability: 1. Programme planning and implementation 
(7) ‘He will ensure that all the steps are being taken for the control of 
communicable diseases and proper improvement of sanitation in the villages.’ 


Activities: 1. Prepare a plan of activities on the basis of situational analysis 
2. Implement this plan 


Capability: 1. Health planning 
2. Programme planning and implementation 
(8) ‘He will take necessary action in case of any outbreak of epidemic in his area.’ 


Activities: 1. Prepare advanced plans in case of emergencies 
2. Implement this plan in case of epidemic 


Capability: 1. Project planning 
2. Resource mobilization and allocation 


C. PROMOTIVE WORK 


(1) “He will organise/ participate in village health committee/village panchayat 
meetings to discuss health programmes with the public and enlist their cooperation.’ 
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Activities: 1. Organise the committee 
2. Through these committees seek participation of the community 


Capability: 1. Working with communities 
2. Community organisation and participation 


(2) ‘He will keep close liaison with the Block Development Officer and his staff, 
community leaders and various social welfare agencies in his area and involve them 
to the best advantage in the promotion of health programmes.’ 


Activities: 1. |Identify activities being performed by personnel of other sectors 
. Identify areas where help from others is needed 

. Establish a relationship of cooperation with them 

. Seek the assistance of these agencies 
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Capability: 1. Establish linkages and intersectoral coordination and 
cooperation 


(3) ‘He will organise camps, meetings, health education talks and demonstrations, 
display of posters, exhibitions and films with the assistance of the Block Extension 
Educator, Health Assistants and Health Workers.’ 


Capability: 1. Organise health education activities 


D. TRAINING 
Capability: 1. Organise training programmes 
2. Conduct training sessions 


E. ADMINISTRATIVE 


(1) ‘He will supervise the work of staff working under him.’ 
Capability; 1. Supportive supervision 
(2) ‘He will ensure general cleanliness inside and outside the PHC and also proper 
maintenance of all the equipment under his charge.’ 
Capability 1. Maintenance management 
(3) ‘He will keep up-to-date the inventory and stock register of all the stores and 
equipment supplied to him and will be responsible for its correct accounting.’ 
(4) ‘He will prepare indents for drugs, instruments, linen, etc., sufficiently in 


advance and will submit them to the appropriate health authorities. 
(9) ‘He will ensure the regular supply of medicines to health guides. 


Capability: 1. Supplies management 
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(5) ‘He will scrutinise the programme of his staff and suggest changes if necessary 
to suit the priority of work.’ 


Capability: 1. Programme planning and implementation 
(8) ‘He will hold monthly staff meetings with his staff for evaluating the progress of 
work and suggesting steps to be taken for further improvements.’ 
Capability: 1. Making meeting productive for monitoring programme and for 


providing continuing education 


(10) ‘He will maintain the prescribed records at PHC level.’ 
(11) ‘“‘He will receive reports from the periphery, get them compiled and submit the 
returns regularly to the district health authorities.’ 


Capability: 1. Maintenance of records and preparation of reports and use of 
relevant data as a part of management information system. 
(13) ‘He will discharge all the financial! duties entrusted to him.’ 
Capability: 1. Financial management 
(14) ‘He will discharge the day-to-day administrative functions pertaining to the 
PHC.” 


Capability: 1. Office management 
2. Personnel management. 
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MODULE 2 


The Organisation of 
Government Health Services 


INTRODUCTION 


The purpose of this module is to give medical officer an overview of government health 
services—policies, goals, organisational structure, and major programmes. The 
module also reviews the basic concepts of primary health care and the application of 
these concepts in India. And finally, the medical officers identify the membership of 
the health teams functioning at village, sub-centre, and PHC levels, as well as the roles 
and responsibilities of all PHC level health personnel. 

Primary health care is the framework within which the States of India are 
developing their health service systems. It is also the framework within which medical 
officers work, and therefore the basic concepts of primary health care are coveied 
before beginning an indepth ‘study of management. Although the focus of these 
modules is management, it must always be kept in mind that management is only a 
tool for strengthening primary health care and reaching the goal of Health For All. 


OBJECTIVES 
The medical officer will be able to: 


1. explain the basic concepts of primary health care and the application of these 
concepts in India; 

2. describe the framework within which rural health services are provided; 

3. describe the organisation, objectives and functioning of the major 
government health programmes, 

4. list the members of health teams at PHC, sub-centre, and community levels; 

5. describe the roles and responsibilities of PHC level health personnel. 


DURATION : 7 hours (classroom) 


Contents : Teaching Teaching 
Methods Aids 


I 


1. Basic concepts of primary health Lecture 
care as described in the Alma Discussion 


Ata Declaration; application of 
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these concepts in India; case 

studies of Jamkhed and others 

Framework within which rural Lecture Organisation 

health services are provided: Discussion Charts; 
Chalkboard 


ss 


* Health and family welfare policy 
of Government of India and 
States; goals for the year 
2000 AD. 
* Socio-economic conditions under 
which services are provided 
* Organisation charts showing 
the relationship of Central, 
State, District, and PHC Levels 
of the Government health system 
* List of all health programmes 
and health activities, with 
special focus on the PHC level. 
3. Organisation, objectives, and Pane! 
functioning of the major PHC Discussion 
health programmes and activities. 


MCH h. School health 

. Family Welfare teri 

. Malaria j. Health education 

TB k. OPD services 

. Cholera |. Blindness programme 

. Leprosy m. Environmental 

. Communicable Sanitation 
Disease control 

4. Membership, roles and responsibi- Group Handout 2.1 
lities of health teams at PHC, Exercise 2.1, Handout 2.2 
sub-centre and village levels; Discussion Chalkboard 
special focus on medical officers, 
block extension educator, health 
assistants (M&F), health workers 
(M&F), health guides, and trained da/s 


a-oaos no» 


TEACHING ACTIVITIES Time 


1. Lecture on primary health care, the Alma Ata Declaration, etc. 45 min. 
illustrated with Jamkhed project and other case Studies. (See 
suggested lecture material on primary health care in Notes for the 
Trainer) 


2. Lecture on framework within which rural health services are provided. 60 min. 
Use organisation charts to show Central, State, District and PHC 
structure. List major health programmes, but do not provide too many 
details because the panel discussion with programme directors will 
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follow this lecture. (See suggested lecture material in Notes for the 
Trainer) 


. Panel discussion on organisation, objectives and functioning of the 
major health programmes. Invite State or district programme officers 
or their representative to sit onthe panel. Each officer may begin with a 
brief summary or his organisation programmes and their objectives 
and functioning. Ask them to focus their remarks on the PHC level. 
Limit each officer to 5-10 minutes. All the panel members should 
have finished their work within an hour. Spend the second hour for 
questions and discussion. Focus on the participants’ interests and 
concern during the second hour. Near the end of the discussion period, 
you may ask the panel to answer this question: How are two or three 
medical officers and their staff able to carry out the many programme 
activities that you have described during the past two hours? Answer: 
The medical officer must carefully manage the staff and resources to 
maximise efficiency. 


. Begin Exercise 2.1, health teams and the roles of team members. 
Distribute copies of handout 2.1. Allow participants 30 minutes 
working alone to complete Handout 2.1 (three pages) according to the 
instructions. Then, divide the participants into small groups and allow 
45 minutes for them to repeat the exercise working in groups. (See 
instructions for Exercise 2.1 in Notes for the Trainer.) 


_ Reassemble the class. Begin with the village health team. Ask one 
group to write on the chalkboard the members of the village health 
team. Remember, the purpose of this exercise is to define the 
membership of the various health teams. Medical officers have a 
tendency to think of the health guides and dais as the village health 
team. But this exercise should demonstrate that the sub-centre Staff 
and some PHC staff also have roles to play on the village health team. 
Even the medical officer himself is a member of the village health team 
(even if he never visits a particular village, he advises and consults 
through his staff). Discuss in turn the sub-centre team and the PHC 
team. At the end of this exercise, participants should have reached this 
conclusion: PHC level health services are provided by various 
overlapping and interdependent health teams at village, sub-centre, 
and PHC, and the medical officer is a member of all the three teams, with 
different roles and responsibilities at each level. 


_ Distribute copies of Handout 2.2, and allow participants 20 minutes to 
read it. Lead a discussion of the job descriptions. Identify and discuss 
discrepancies between the written job description and the way these 
health personnel are actually working in the field. Emphasize that a 


2 hours. 


75 min. 


60 min. 


45 min. 
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manager must know the job description of each category of worker he 
supervises. 


. Summary and evaluation of learning in Module 2. Ask one participant 


to summarise what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 


15 min. 


HANDOUT 2.1. & 


WORKSHEET-A FOR EXERCISE 2.1 
VILLAGE HEALTH TEAM 


LIST MAJOR HEALTH PROGRAMME/FAMILY WELFARE MEMBERS OF HEALTH TEAM AT THE VILLAGE LEVEL (BY TITLE) 


ACTIVITIES CARRIED OUT IN VILLAGE Se 
Health 
Guide 


ih 


(a) Performs the activity directly (d) Gives managerial supervision 
(b) Helps others peform the activity (e) Advises or consults as necessary 
(c) Gives technical supervision 


AseSS900U Se S}jNSUOD 40 sesiApy (2) 
uoisiasadns jersabeuew sarigdy (Pp) 


(4) (W) 
apiny JOIONA JOYIONA 
ueaH yyeoH yeaH 


(37.L1L AS) WW3L HL1VW3H 3Y¥LN39-8NS 4O SHASWAW 


UOISIAJAGNS jEDIUYIE} SAAID (9) 
AVAijoe ay) Wsojsed ssaujo sdjay (Q) 
Ajpesip AyAnoe ey) SUIOjJEg (2) 


JY¥LN39-8NS SHI LV S3ILIALLV 
JYVITSM ATINWW4S/ WW 90'd HLIV3H YOrVW isn 


WV3SL HLIWSH AYLNAD- ANS 
L°? ASIOYAXSA HOS G2-LAAHSHYOM 


Lc LNOGNVH 
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HANDOUT 2.1 ‘2 


WORKSHEET-C FOR EXERCISE 2.1 
PRIMARY HEALTH CENTRE TEAM 


LIST MAJOR HEALTH PROGRAMME/FAMILY WELFARE MEMBERS OF PRIMARY HEALTH CENTRE TEAM (BY TITLE) 
ACTIVITIES AT THE PRIMARY HEALTH CENTRE 


Medical Health | Health | Health | Health | Health 
Officer Asstt. Asstt. Worker | Worker | Guide 
(M) (F) (M) (F) 


(a) Performs the activity directly (d) Gives managerial supervision 
(b) Helps others perform the activity (e) Advises and consults as necessary 
(c) Gives technical supervision 


HANDOUT 2.2 


JOB DESCRIPTION OF 
BLOCK EXTENSION EDUCATOR 


WORKING RELATIONSHIP 


The block extension educator will function under the technical supervision and 
guidance of the Deputy District Extension and Media Officer (Dy. DEMO) and District 
Extension and Media Officer (DEMO). However, he will be under the immediate 
administrative contro! of the PHC Medical Officer. He will be responsible for providing 
support to all health and family welfare programmes in the block. 


DUTIES AND FUNCTIONS 


1 


He will have with him ail information relevant to development activities in 
the block, particularly concerning health and family welfare, and will utilise 
the same for programme planning. 

He will develop his work plan in consultation with the medical officer of his 
PHC and the concerned deputy district extension and media officer. 

He will coilect, analyse and interpret the data in respect of extension 
education work at the block level. 

He will be responsible for regular maintenance of records of educational 
activities, tour programmes, daily diaries and other registers, and will 
ensure preparation and display of relevant maps and charts in the PHC. 
He will assist the MO PHC in conducting training of health workers under 
the MPW and HG schemes. 

He will establish a working relationship with the block development officer 
and will enlist his and his staff's cooperation in the implementation of 
health and family welfare programmes. 

He will be a member of the local block level health and family welfare 
committee and will act as a resource person. 

He will organize the celebration of health days and weeks and publicity 
programmes at local fairs, on market days, etc. 

He will organize orientation training for health and family welfare workers, 
opinion leaders, local medical practitioners, school teachers, da/s and 
others involved in health and family welfare work. 


Source: Curricula for Training of Staff of the Primary Health Centre. Rural Health Division, Ministry of 
Health and Family Welfare, Government of India, New Delhi. 
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10 He will assist in organizing mass communication programmes like film 


11 


12 


13 


14 


15 


16 


‘7. 


18 


19 


20 


shows, exhibitions, lectures and dramas, with the help of the DEMO and 
Dy. DEMO. 

He will supervise the work of field workers in the area of education and 
motivation. 

He will supply educational material on health and family welfare to health 
workers in the block. 

He will tour for 15 days in a month with a minimum of one night halt in 
every field worker's area. 

While on tour he will verify entries in the Eligible Couple Register for every 
village and do random checking of family welfare acceptors. 

While on tour he will check the available stock of conventional 
contraceptives with the depot holders and the kits with MPWs and HGs. 
He will help field workers in winning over resistant cases and drop-outs in 


the health and family welfare programmes. 


He will maintain a complete set of educational aids on health and family 
welfare for his own use and for training purposes. 

He will organize population education and health education sessions in 
schools and for out-of-school youth. 

He will maintain a iist of prominent acceptors of family planning methods 
and opinion leaders villagewise and will try to involve them in the 
promotion of health and family welfare programmes. 

He will prepare a monthly report on the progress of educational activities in 
the block and send it to the DEMO. 


emg?) iis 


rer eywe 
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HANDOUT 2.2 


JOB RESPONSIBILITIES OF 
HEALTH ASSISTANT (MALE) 


Note: Under the multipurpose workers scheme, a health assistant (male).is expected to 
cover a population of 20,000 in which there are four sub-centres, each with one 
health worker (male). However, in future he may cover one PHC with six sub-centres 
having 5,000 population each. 


The health assistant (male) will carry out the following functions: 


1. SUPERVISION AND GUIDANCE 


1.1 Supervise and guide the health worker (male) in the delivery of health care 
services to the community. 

1.2 Strengthen the knowledge and skills of the health worker (male). 

1.3 Help the health worker (male) in improving his skills in working in the 
community. 

1.4 Help and guide the health worker (male) in planning and organising his 
programme of activities. 

1.5 Visit each health worker (male) at least once a week on a fixed day to 
observe and guide him in his day-to-day activities. 

1.6 Assess periodically the progress of work of the health worker (male) and 
submit an assessment report to the medical officer of the primary health 
centre. 

1.7 Carry out supervisory home visits in the area of the health worker (male). 


2. TEAM WORK 


2.1 Help the health workers to work as part of the health team. 

2.2 Coordinate his activities with those of the health assistant (female) and 
other health personnel. 

2.3 Coordinate the health activities in his area with the activities of workers of 
other departments and agencies, and attend meetings at block level. 

2.4 Conduct regular staff meetings with the health workers in coordination 
with the health assistant (female). 

2.5 Attend staff meetings at the primary health centre. 


Source: Curricula for Training of Staff of the Primary Health Centre. Rural Health Division, Ministry of 
Health and Family Welfare, Government of India, New Delhi. 
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2.6 Assist the medical officers of the primary health centre in the organisation 
of the different health services in the area. 

2.7 Participate as a member of the health team in camps and campaigns in 
health programmes. 


3. SUPPLIES AND EQUIPMENT 


3.1 In collaboration with the health assistant (female), check at rgular 
intervals the stores available at the sub-centre and indent for and procure 
the supplies and equipment in good time. 

3.2 Check that the drugs at the sub-centre are properly stored and that the 
equipment is well maintained. 

3.3 Ensure that the health worker (male) maintains his kit in the proper way. 


4. RECORDS AND REPORTS 


4.1 Scrutinise the maintenance of records by the health worker (male) and 
guide him in their proper maintenance. 

4.2 Maintain the prescribed records and prepare the necessary reports. 

4.3 Review reports received from the health worker (male), consolidate them, 
and submit periodical reports to the medical officer of the primary health 
centre. 


5. MALARIA 


5.1 Give radical treatment to all cases when blood smears are positive for 
malaria. 
5.2 Supervise the spraying of insecticides during local spraying. 


6. COMMUNICABLE DISEASES 


6.1 Bealert to the sudden outbreak of epidemics of diseases such as diarrhoeal 
diseases, poliomyelitis, infective hepatitis, encephalitis, plague andtake all 
necessary remedial measures. 

6.2 Take necessary control measures when any notifiable disease is reported 
to him. 

6.3 Incases with continued fever, or prolonged cough, or spitting of blood, take 
sputum smears and send them for examination. 

6.4 In cases suspected of having leprosy, take skin smears and send them for 
examination. 

6.5 Carry out the destruction of stray dogs. 


7. ENVIRONMENTAL SANITATION 


7.1 Help the community in the construction of (a) soakage pits; (b) kitchen 
gardens; (c) manure pits; (d) compost pits; (e) sanitary latrines; (f) smokeless 
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chulhas; and supervise their construction. | ; 
7.2 Supervise the chlorination of water sources including wells. 


8. IMMUNIZATION 


8.1 Conduct immunization of all school going children with the help of the 


health worker (male). ; , 
8.2 Supervise the immunization of all children from one to five years. 


9. FAMILY WELFARE 


10. 


11. 


42. 


13. 
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9.1 Personally motivate resistant cases for family planning. 

9.2 Guide the health worker (male) in establishing male depot holders for the 
distribution of conventional contraceptives and train the depot holders with 
the assistance of the health worker (male). 


NUTRITION 


10.1 identify cases of malnutrition among infants and young children (zero to 
five years), give the necessary treatment and advice and refer various cases 
to the primary health centre. 


VITAL EVENTS 


11.1 Report births and deaths occurring in his area to the medical officer of the 
primary health centre. 


PRIMARY MEDICAL CARE 


12.1 Provide treatment for minor ailments, provide first-aid for accidents and 
emergencies, and refer cases beyond his competence to the primary health 
centre or nearest hospital. 

12.2 Attend to cases referred by the health workers and refer cases beyond his 
competence to the primary health centre or nearest hospital. 


HEALTH EDUCATION 


13.1 Carry out educational activities for control of communicable diseases, 
environmental sanitation, MCH, family planning, nutrition, immunization, 
and the need for registration of vital events. 

13.2 Arrange group meetings with leaders and involve them in spreading the 
message for various health programmes. 

13.3 Organize and conduct training of community leaders with the assistance of 
health worker (male). 


Note: 


Hanbdout 2.2 


JOB RESPONSIBILITIES OF 
HEALTH ASSISTANT (FEMALE) 


Under the multipurpose workers scheme, a health assistant (female) is 
expected to cover a population of 20,000 in which there are four sub- 
centres, each with one health worker (female). However, in future she may 
cover one PHC with six sub-centres having 5,000 population each. 


The health assistant (female) will cary out the following functions: 
1. SUPERVISION AND GUIDANCE 


C1 
1.2 
3 
1.4 


15 


Supervise and guide the health worker (female) in the delivery of health 
care services to the community. 

Strengthen the knowledge and skills of the health worker (female). 

Help the health worker (female) in improving her skills in working in the 
community. 

Help and guide the health worker (female) in planning and organising her 
programme of activities. 

Visit each sub-centre at least once a week on a fixed day to observe and 
guide the health worker (female) in her day-to-day activities. 


1.6 Assess periodically the progress of work of the health worker (female), and 


1.7 


submit an assessment report to the medical officer of the primary health 


centre. 
Carry out supervisory home visits in the area of the health worker (female). 


2. TEAM WORK 


7a 
pa 


2.3 


2.4 


Help the health worker to work as part of the health team. 

Coordinate her activities with those of the health assistant (male) and other 
health personnel including the dars. 

Coordinate the health activities in her area with the activities of workers of 
other departments and agencies, and attend meetings at block level. 
Conduct regular staff meetings with the health workers in coordination 


with the health assistant (male). 


2.5 Attend staff meetings at the primary health centre. 
26 Assist the medical officers of the primary health centre in the organisation 


Source: Curricula for Training of Staff of the Primary Health Centre. Rural Health Division, Ministry of 
Health and Family Welfare, Government of India, New Delhi. 
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of the different health services in the area. 
2.7 Participate as a member of the health team in mass camps and campaigns 
in health programmes. 


3. SUPPLIES, EQUIPMENT AND MAINTENANCE OF SUB-CENTRE 


3.1 In collaboration with the health assistant (male), check at regular intervals 
the stores available at the sub-centre and help in the procurement of 
supplies and equipment. 

3.2 Check that the drugs at the Sub-centre are properly stored and that the 
equipment is well maintained. 

3.3 Ensure that the health worker (female) maintains her general kit and 
midwifery kit in the proper way. 

3.4 Ensure that the sub-centre is kept clean and is properly maintained. 


4. RECORDS AND REPORTS 


4.1 Scrutinize the maintenance of records by the health worker (female) and 
guide her in their proper maintenance. 

4.2 Maintain the prescribed records and prepare the necessary reports. 

4.3 Review reports received from the health workers (female), consolidate 
them, and submit periodical reports to the medical officer of the primary 
health centre. 


5. TRAINING 


5.1 Organise and conduct training for da/s with the assistance of the health 
worker (female). 


6. MATERNAL AND CHILD HEALTH 


6.1 Conduct weekly MCH clinics at each sub-centre with the assistance of the 
health worker (female). 

6.2 Respond to calls from the health worker (female) and trained da/s, and from 
the health worker (male) in the twilight area and render necessary help. 


7. FAMILY WELFARE AND MEDICAL TERMINATION OF PREGNANCY 


7.1 Conduct weekly family welfare clinics (alongwith the MCH clinics) at each 
sub-centre with the assistance of the health worker (female). 

7.2 Personally motivate resistant cases for family planning. 

7.3 Provide information on the availability of services for medical termination 
of pregnancy and refer suitable cases to the approved institutions. 

7.4 Guide the health worker (female) in establishing female depot holders for 
the distribution of conventional contraceptives and train the depot holders 
with the assistance of the health worker (female). 
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8. NUTRITION 


8.1 Identify cases of malnutrition among infants and young children (zero to 
five years), give the necessary treatment and advice and refer serious cases 
to the primary health centre. 


9. IMMUNIZATION 


9.1 Supervise the immunization of all pregnant women, and infants (zero to 
one year). 


10. PRIMARY MEDICAL CARE 


22 


10.1 Provide treatment for minor ailments, provide first-aid for accidents and 
emergencies, and refer cases beyond her comnpetence to the primary 
health centre or nearest hospital. 

10.2 Attend to cases referred by the health workers and refer cases beyond her 
competence to the primary health centre or nearest hospital. 


HEALTH EDUCATION 


11.1 Carry out educational activities for MCH, family planning, nutrition and 
immunization with the assistance of the health worker (female). 

11.2 Arrange group meetings with leaders and involve them in spreading the 
message for various health programmes. 

11.3 Organize and conduct training of woman leaders with the assistance of 
health worker (female). 

11.4 Organize and utilize mahila mandals, teachers and other women in the 
community in the family welfare programmes. 
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HANDOUT 2.2 


JOB RESPONSIBILITY OF 
HEALTH WORKER (MALE) 


Note: Under the multipurpose workers scheme, a health worker (male) is expected to 
cover a population of 5,000 wherein he will carry out the responsibilities 
assigned to him. (He will have different sets of responibilities for MCH, family 
planning, immunization, and nutrition in the intensive and twilight areas of the 
health worker (female). The functions to be carried out only in the twilight area 
are printed in Italics). 


He will make a visit to each family once a month. He will carry out the following 
functions: 


1. MALARIA 
1.1 Identify fever cases. 
1.2 Make thick and thin blood films of all fever cases. 
1.3 Send the slides for laboratory examination. 
1.4 Administer presumptive treatment to all fever cases. 
1.5 Record the results of examination of blood films. 
1.6 Refer all cases of positive blood films to the health assistant (male) for 


radical treatment. 

1.7 Educate the community on the importance of blood film examination for 
fever cases, treatment of fever cases, insecticidal spraying of houses, 
larviciding measures, and other measures to control the spread of malaria. 


2. COMMUNICABLE DISEASES 


2.1 Identify cases of notifiable diseases, /e. cholera, plague, poliomyelitis, and 
persons with continued fever, or prolonged cough, or spitting of blood, 
which he comes across during his home visits and notify the health 
assistant (male) and primary health centre about them. 

2.2 Carry out control mesures until the arrival of the health assistant (male). 

2.3 Educate the community about the importance of control and preventive 
measures against such communicable diseases including tuberculosis. 

2.4 Report the presence of stray dogs to the health assistant (male). 


Source: Curricula for Training of Staff of the Primary Health Centre. Rural Health Division, Ministry of 
Health and Family Welfare, Government of India, New Delhi. 
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3. ENVIRONMENTAL SANITATION 


3.1 Chlorinate public water sources including wells at regular intervals. 

3.2 Educate the community on (a) the method of disposal of liquid wastes; (b) 
the method of disposal of solid wastes; (c) home sanitation; (d) advantages 
and use of sanitary type of latrines; (e) construction and use of smokeless 
chulhas. 

3.3 Help the community in the construction of (a) soakage pits; (b) kitchen 
gardens; (c) manure pits; (d) compost pits; (e) sanitary latrines. 


4. IMMUNIZATION 


4.1 In the intensive area, administer DPT vaccination, BCG vaccination and, 
wherever available, oral poliomyelitis vaccine to ali children aged one to 
five years. 


4.2 In the twilight area, administer DPT vaccination, BCG vaccination and, 
wherever available, oral poliomyelitis vaccine to all children aged zero to 
five years. 

4.3 Assist the health assistant (male) inthe school immunization programmes. 

4.4 Educate the people in the community about the importance of 
immunization against the various communicable diseases. 


5. FAMILY PLANNING 


5.1 Utilize the information from the Eligible Couple Register for the family 
planning programme. 

5.2 Spread the message of family planning to the couples in his area and 
motivate them for family planning individually and in groups. 

5.3 Distribute converitional contraceptives to the couples. 

5.4 Provide facilities and help “to prospective acceptors of vasectomy in 
obtaining the services. 

5.5 Provide follow-up services to make family planning acceptors in the 
intensive area and all family planning acceptors in the twilight area, 
identify side-effects, give treatment on the spot for side-effects and minor 
complaints, and refer those cases that need attention by the physician to 
the PHC/ hospital. 

5.6 Build rapport with the satisfied acceptors, village teachers and others and 
utilize them for promoting family welfare programmes. 

5.7 Establish male depot holders in the intensive area and male and female 
depot holders in the twilight area. Help the health assistant (male) and 
health assistant (female) in training them, and provide a continuous supply 
of conventional contraceptives to the depot holders. 

5.8 Identify the male leaders in each village in the intensive area and the male 
and female leaders in the twilight area. 

59 Assist the health assistant (male) in training the leaders inthe community, 
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and in educating and involving the community in family welfare 
programmes. 


6. MEDICAL TERMINATION OF PREGNANCY 


6.1 /dentify the women in the twilight area requiring help for medical 


6.2 


termination of pregnancy and refer them to the nearest approved 


institution. 
Educate the community on the availability of services for medical 
termination of pregnancy. 


7. MATERNAL AND CHILD HELATH (/n the twilight area) 


7.1 


ta 
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Identify and refer women with abnormal pregnancy to the health worker 


(female). 


Identify and refer women with medical and gynaecological problems to the 
health worker (female). 

Immunize pregnant women with tetanus toxoid. 

Refer cases of difficult labour and newborns with abnormalities to the 
health worker (female). 

Educate the community about the availability of maternal and child health 
services and encourage them to utilize the facilities. 


8. NUTRITION 


8.1 


8.2 


8.3 


8.4 


8.5 


Identify cases of malnutrition among pre-school children(one to five years) 
in the intensive area and refer them to Ba/wadis/ Primary Health Centre for 
nutrition supplements. 

Identify cases of malnutrition among pre-school children (zero to five 
years), in the twilight area and refer them to Balwadis/Primary Health 
Centre for nutrition supplements. 

Distribute iron and folic acid as prescribed to children from one to five years 
in the intensive area and to pregnant and nursing mothers, children from 
zero to five years, and family planning acceptors in the twilight area. 
Administer vitamin ‘A’ solution as prescribed to children from one to five 
years in both the intensive and the twilight areas. 

Educate the community about nutritious diet for mothers and children. 


9. VITAL EVENTS 


9.1 


9.2 
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Enquire about births and deaths occurring in the intensive and twilight 
areas, record them in the births and deaths register and report them to the 
health assistant (male). 

Educate the community on the importance of registration of births and 
deaths and the method of registration. 


10. RECORD KEEPING 


ai 


10.1 Survey all the families in his area and collect general information about 
each village/locality in his area. 

10.2 Prepare, maintain and utilize family records and village registers. 

103 With the assistance of the health worker (female) prepare the Eligible 
Couple Register from the family records and maintain it up-to-date. 

10.4 Pepare and submit periodical reports in time to the health assistant( male). 

10.5 Prepare and maintain maps and charts for his area and utilize them for 
planning his work. 


PRIMARY MEDICAL CARE 


11.1 Provide treatment for minor ailments, provide first-aid for accidents and 
emergencies, and refer cases beyond his competence to the primary health 
centre or nearest hospital. 


12. TEAM ACTIVITIES 


12.1 Attend and participate in the staff meetings at primary health centre, 
community development block or both. 

12.2 Coordinate his activities with the health worker (female) and other health 
worker, including the dais in the twilight area. 

12.3 Meet with the health assistant (male) each week and seek his advice and 
guidance whenever necessary. 
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HANDOUT 2.2 


JOB RESPONSIBILITIES OF 
HEALTH WORKER (FEMALE) 


Note: Under the multipurpose workers scheme, a health worker (female) is 
expected to cover a population of 5,000 (At present, however, she is expected 
to cover a population of 10,000 of which about 4,000 will be her intensive 
area and the remaining will be the twilight area. In the intensive area, she will 
be responsible for all the activities listed and in the twilight area for maternal 
and child health activities only on request). 


She will carry out the following functions: 


1. MATERNAL AND CHILD HEALTH 


ts 
12 


t;3 
1.4 
1S 
1.6 
te 


1.8 
1.9 


1.10 


Register and provide care to pregnant women throughout the period of 
pregnancy. 

Test urine of pregnant women for albumen and sugar and estimate 
haemoglobin level during her home visits and at the clinic. 

Refer cases of abnormal pregnancy and cases with medical and 
gynaecological problems to the health assistant (female) or the primary 
health centre. 

Conduct about 50 per cent of total deliveries in her intensive area and 
whenever called in the twilight area. 

Supervise deliveries conducted by da/s and assist them whenever called in. 
Refer casese of difficult labour and newborns with abnormalities and help 
them to get institutional care and provide follow-up care to patients 
referred to or discharged from hospital. 

Make at least three postnatal visits for each delivery conducted in the 
intensive area and render advice regarding care of the mother andcare and 
feeding of the newborn. 

Assess the growth and development of the infant and take any necessary 
action. 

Help the medical officer and health assistant (female) in conducting MCH 
and family planning clinics at the sub-centre. 

Educate mothers individually and in groups for better family health 


Source: Curricula for Training of Staff of the Primary Health Centre. Rurai Health Division, Ministry of 
Health and Family Welfare, Government of India, New Delhi. 
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/ 


including MCH, family planning, nutrition, immunization, control of 
communicable diseases, personal and environmental hygiene and care of 
minor ailments. 


2. FAMILY PLANNING 


2.1 Utilize the information from the Eligible Couple Register for the family 
planning programme. 

2.2 Spread the message of family planning to the couples and motivate them 
for family planning individually and in groups. 

23 Distribute conventional contraceptives to the couples, provide facilities and 
help the prospective acceptors in getting family planning services, if 
necessary by accompanying them or arranging for the dass to accompany 
them to hospital. 

2.4 Provide follow-up services to female family planning adopters, identify 
side-effects, give treatment on the spot for side-effects and minor 
complaints and refer those Basese that need attention by the physician to 

‘the’ PHC/hospitalis 2 

2.5 Establish female depot elders, eer the health assistant (female) in 
training them, and providing a continuous sage of Pen enenae 
contraceptives to the depot holders. 

2.6 Build rapport with acceptors, village leaders, da/s and others nee utilize 
them for promoting famiy welfare programmes. 

2.7 Identify woman leaders and help the health assistant (female) to train 
them. 

2.8 Participate in mahila mandal meetings, and utilize such gatherings for 
educating women in family welfare programmes. 


3. MEDICAL TERMINATION OF PREGNANCY 


3.1 Identify the women requiring help for medical termination of pregnancy 
and refer them to the nearest approved institution. 

32 Educate the community of the availability of services for medical 
termination of pregnancy. 


4. NUTRITION 


4.1 Identify cases of malnutrition among infants and young children (O to 5 
years), give the necessary treatment and advice and refer serious cases to 
the PHC. 

42 Distribute iron and folic acid tablets as prescribed to pregnant and nursing 
mothers, infants and young children (O to 5 years) and family planning 
acceptors. 

4.3 Administer vitamin ‘A’ solution as prescribed to children from 1 to5 years. 

44 Educate the community about nutritious diet for mothers and children. 
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5. COMMUNICABLE DISEASES 


5.1 Identify cases of notifiable diseases, i.e, cholera, plague, poliomyelitis, and 
persons with continued fever of prolonged cough, or spitting of blood, 
which she comes across during her home visits and notify the health 
worker (male) about them. 


6. IMMUNIZATION 


6.1 Immunize pregnant women with tetanus toxoid. 

6.2 Administer BCG vaccination to all newborn infants, and DPT vaccination, 
oral poliomyelitis vaccine (where available) and BCG vaccine( if not given at 
birth) to all infants (O to 1 year). 


7. DAI TRAINING 


7.1 List dais in the intensive and twilight areas and involve them in promoting 
family welfare. 

7.2 Help the health assistant (female) in the training programme of dais. 
(Also refer to 1.5 regarding supervision of dais). 


8. VITAL EVENTS 


8.1 Record births and deaths occurring in the intensive area in the births and 
deaths register and report them to the health worker (male). 


9. RECORD KEEPING 


9.1 Register(a) pregnant women from three months of pregnancy onwards; (b) 
infants zero to one year of age; and(c) women aged 15 to 44 years through 
systematic home visits in the intensive area and at the clinic. 

9.2 Maintain the prenatal and maternity records and child care records. 

9.3 Assist the health worker (male) in preparing the Eligible Couple Register 
and maintaining it up-to-date. 

9.4 Prepare and submit the prescribed periodical reports in time to the health 
assisant (female). 

9.5 Prepare and maintain maps and charts for her area and utilize them for 
planning her work. 


10. PRIMARY MEDICAL CARE 


10.1 Provide treatment for minor ailments, provide first-aid for accidents and 
emergencies, and refer cases beyond her competence to the primary health 
centre or nearest hospital. 
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11. TEAM ACTIVITIES 


11.1 Attend and participate in staff meetings at primary health 
centre/community development block or both. 

11.2 Coordinate her activities with the health worker (male) and other health 
workers including the health guides and dais. 

11.3 Meet with the health assistant (female) each week and seek her advice and 
guidance whenever necessary. 

11.4 Maintain the cleanliness of the sub-centre. 

11.5 Participate as a member of the team in camps and campaigns. 


81 


HANDOUT 2.2 


ACTIVITIES OF HEALTH GUIDE 


Note: A health guide will be expected to cover the population of a village or, if the 
village is a large one, a population of about 1,000. He/she will receive 
technical guidance from the health worker (male/female). 


After training, the health guide will be able to carry out the following activities: 


1. MALARIA 


1.1 Identify fever cases. 

1.2 Make thick and thin blood films of all fever cases. 

1.3 Send the slides for laboratory examination. 

1.4 Administer presumptive treatment to fever cases. 

1.5 Keep a record of the persons given presumptive treatment. 

1.6 Inform the health worker (male) of the names and addresses of cases from 

whom blood slides have been taken. 

1.7 Assist health worker (male) and the spraying teams in spraying and 
larvicidal operations. 

1.8 Educate the community on how to prevent malaria. 


2. COMMUNICABLE DISEASES 


2.1 Inform the health worker (male) immediately an epidemic occurs in his/her 
area. 

2.2 Take immediate precautions to limit the spread of disease. 

23 Educate the community about the prevention and control of 
communicable diseases. 


3. ENVIRONMENTAL SANITATION AND PERSONAL HYGIENE 


3.1 Chlorinate drinking water sources at regular intervals. 
3.2 Keep a record of the number of wells chlorinated. 
3.3 Assist the health worker (male) in arranging for the construction of the 
following: 
3.3.1 Soakage pits. 
3.3.2 Kitchen gardens. 
3.3.3 Compost pits. 


Source: Curricula for Training of Staff of the Primary Health Centre. Rural Health Division, Ministry of 
Health and Family Welfare, Government of India, New Delhi. 
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3.3.4 Sanitary latrines. 
3.3.5 Smokeless Chulhas. 
3.4 Educate the community about the following: 
3.4.1 Safe drinking water 
3.4.2 Hygienic methods of disposal of liquid waste 
3.4.3 Hygienic methods of disposal of solid waste 
3.4.4 Home sanitation 
3.4.5 Kitchen gardens 
3.4.6 Advantages and use of sanitary latrines 
3.4.7 Advantages of smokeless Chulhas 
3.4.8 Food hygiene 
3.4.9 Control of insects, rodents and stray dogs. 
3.5 Educate the community about the importance of personal hygiene. 


4. IMMUNIZATION 


4.1 Assist the health worker (male/female) in arranging for immunization. 
4.2 Educate the community about immunization against diphtheria, whooping 
cough, tetanus, tuberculosis, poliomyelitis, cholera and typhoid. 


5. FAMILY PLANNING 


5.1 Spread the message of family planning to the couples in his/her area and 
educate them about the desirability of the small family norm. 

5.2 Educate the people about the available methods of family planning. 

5.3 Act as a depot holder, distribute nirodh to the couples, and maintain the 
necessary records of nirodh distributed. 

5.4 Inform the health worker (male/female) of those couples who are willing to 
accept a family planning method so that he/she can make necessary 
arrangements. 

5.5 Educate the community about the availability of services for medical 
termination of pregnancy (MTP). 


6. MATERNAL AND CHILD CARE 


6.1 Advise pregnant women to consult the health worker (female) or the 
trained da/ for prenatal, natal and postnatal care. 

6.2 Advise pregnant women to get immunized against tetanus. 

6.3 Educate the community about the availability of maternal and child care 
services and encourage them to utilize the facilities. 

6.4 Educate the community about how to keep mothers and children healthy. 


7. NUTRITION 


7.1 Identify cases with signs and symptoms of malnutrition among pre-school 
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children (one to five years) and refer them to the health worker 
(male/female). 

7.2 Identify cases with signs and symptoms of anaemia in pregnant and 
nursing women and children and refer them to health worker (male/female) 
for treatment. 

7.3 Assist health worker (male/female) in administering vitamin-A solution as 
prescribed to children from one to five years of age. 

7.4 Teach families about the importance of breast feeding and the introduction 
of supplementary weaning foods. 

7.5 Educate the community about nutritious diet for mothers and children. 


8. VITAL EVENTS 


8.1 Report all births and deaths in his/her area to the health worker (male). 
8.2 Educate the community about the importance of registering all births and 
deaths. 


9. FIRST-AID IN EMERGENCIES 


9.1 Give emergency first-aid for the following conditions, refer these cases to 
the primary health centre as necessary and inform the health worker 
(male/female). 

9.1.1 Drowning 

9.1.2 Electric shock 

9.1.3 Heat stroke 

9.1.4 Snake bite 

9.1.5 Scorpion sting 

9.1.6 Insect stings 

9.1.7 Dog bite 

9.1.8 Accidents 
9.2 Carry out procedures in dealing with accidents. 
9.3 Keep a record of first-aid given to each patient. 


10. TREATMENT OF MINOR AILMENTS 
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10.1 Give simple treatment for the following signs and symptoms and refer 


cases beyond his/her competence to the sub-centre or primary health 
centre: 


10.1.1. Fever 

10.1.2 Headache 

10.1.3. Backache and pain in the joints 
10.1.4 Cough and cold 

10.1.5 Diarrhoea 

10.1.6 Vomiting 

10.1.7. Pain in the abdomen 


10.4.8 Constipation 
10.1.9 Toothache 
10.1.10 Earache 
10.1.11 Sore eyes 
10.1.12 Boils, abscesses and ulcers 
10.1.13 Scabies and ringworm. 
10.2 Keep a record of the treatment given to each patient. 


11. MENTAL HEALTH 


11.1 Recognise signs and symptoms of mental illness and refer these cases to 
health worker (male/female). 

11.2 Give immediate assistance in emergencies associated with mental illness. 

11.3 Educate the community about mental illness. 
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HANDOUT 2.2 


ACTIVITIES OF DA/ 


TheDa/ is an important person in her village. She serves as a link between the families 
in her village and the health worker (female)/ANM. These are some of the things she 
can do to improve maternal and child health in her village. 


1s 


2. 


10. 


was 


12. 


She should contact every pregnant woman in her area and see that she is 
registered at the sub-centre or primary health centre. 

She should attend the weekly prenatal clinic and assist the health worker 
(female)/ANM. 


. She should try to ensure that every pregnant woman in her area attends the 


prenatal clinic at least three times, i.e. after the third month to confirm 
pregnancy, during the seventh month, and during the ninth month. 


. She should try to ensure that every pregnant woman is immunized against 


tetanus (two doses—the last dose at least one month before the delivery 
and the first dose one month before the last). 


. She should try to ensure that every pregnant woman takes iron and folic 


acid tablets as prescribed. 


. If any abnormal pregnancy is detected she should show the case 


immediately to the health worker (female)/ANM or health assistant 
(female)/LHV or rerfer the case to the PHC. 


. She should ensure that preparations for delivery are made either at home 


or at the PHC or hospital. 


. If she finds any abnormality during labour she must seek medical aid 


without delay. 


. When she receives a call for delivery: 


— She should take her kit with her. 

— She should watch the progress of labour carefully. 

— She should allow labour to progress normally without any unnecessary 
interference. 

— She should observe aseptic techniques while conducting the delivery. 

She should see that her kit is always replenished, clean, and ready for use 

during a delivery. 

She should make the mother and baby comfortable and attend to the 

nutrition of both. 

She should instruct the mother and the relatives as to when she should be 


Source: Curricula for Training of Staff of the Primary Health Centre. Rural Health Division, Ministry of 
Health and Family Welfare, Government of India, New Delhi. 
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13. 


14. 


75, 


16. 


Ly 


called immediately, e.g. in case the mother has excessive bleeding or there 
is bleeding from the baby’s cord. 

In the postnatal period if she finds any complications in the mother, e.g. 
fever or foul lochia, or in the baby, e.g. cord infection or jaundice, she 
should immediately inform the health worker (female)/ ANM or refer the 
mother or baby to the PHC. 

She should try to ensure that all infants in her area are immunized with 
BCG, DPT and poliomyelitis vaccine. 

She should motivate the eligible couples in her area to use a contraceptive 
method or to undergo sterilization. 

She should distribute nirodh, foam tablets, and jelly to those couples who 
require these contraceptives. 

She should report all births and deaths in her area to the health worker 
(male) or health worker (femate)/ANM. 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1 : LECTURE MATERIAL 


PRIMARY HEALTH CARE* 


Primary health care is essential health care made universally accessible to 
individuals and families in the community by means acceptable to them, 
through their full participation and at a cost that the community and the 
country can afford. It forms an integral part, both of the country’s health 
system of which it is the nucleus, and of the overall social and economic 
development of the community. 


Primary health care addresses the main health problems in the community, by 
providing promotive, preventive, curative and rehabilitative services. Since these 
services reflect and evolve from the economic conditions and social values of the 
country and its communities, they will vary by country and community, but will include 
at least: promotion of proper nutrition and an adequate supply of safe water: basic 
Sanitation; maternal and child care including family planning; immunization against 
the major infectious diseases, such as, diphtheria, tetanus, measles, etc.; prevention 
and control of locally endemic diseases; such as, cholera, infective hepatitis, etc.; 
education concerning prevailing health problems and the methods of preventing and 
controlling them; and appropriate treatment for common diseases and injuries. 

Maximum community and individual self-reliance for health development are 
essential to make primary health care universally accessible to the community as 
quickly as possible. Such self-reliance requires full community participation in the 
planning, organization and management of primary health care. Community 
participation is best mobilized through appropriate education which enables 
communities to deal with their real health problems in the most suitabie way. They 
will thus be in a better position to take rational decisions concerning primary health 
care and to make sure that the right kind of support is provided by the other levels of 
the national health system. These other levels have to be organized and strengthened 
SO as to Support primary health care with technical knowledge, training, guidance and 
Supervision, logistic support, supplies, information, financing and referral facilities, 
including institutions to which unsolved problems and individual patients can be 
referred. 

Primary health care is likely to be most effective if it employs means that are 
understood and accepted by the community and applied by community health workers 


"Source: Health for All Series no. 1 Geneva, World Health Organisation, 1978, pp. 34-35. 
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at a cost the community and the country can afford. These community health workers, 
including traditional practitioners where applicable, will function best if they reside in 
the community they serve and are properly trained socially and technically to respond 
to its expressed health needs. 

Since primary health care is an integral part both of the country’s health system and 
of overall economic and social development, it has to be coordinated on a national 
basis with the other levels of the health system as well as with the other sectors that 
contribute to a country’s total development. 


TEACHING ACTIVITY 2 : LECTURE MATERIAL 


Please refer to primary health care in India in the introductory section of 
this volume for Government of India’s health and family welfare policy and goals for 
the year 2000 AD. The socio-economic conditions under which health services are 
provided are also discussed in the same introductory section. 

State health and family welfare policies and goals, organisation charts and lists of 
health programmes must be collected by the trainer, or a state officer familiar with 
these topics may be invited to deliver the lecture. 


TEACHING ACTIVITY 4: INSTRUCTIONS FOR EXERCISE 2.1 
HEALTH TEAMS AND THE ROLES OF TEAM MEMBERS 


Participants work alone for 30 minutes to fill up the three worksheets. Tell participants 
to follow the three steps outlined below. 


Step 7 Begin with Worksheet-A Village Health Team. Based on the lecture 
and your own experience as a medical officer, list in the first column 
the major health programme activities carried out in the community. 
Then write the members of the village health team (by title) that 
perform these activities in the space provided. 


Step 2 Consider the role of each health team member in the programme 
activities listed. Identify the persons role as: 


a. Performs the activity directly 

b. Helps others perform the activity 
c. Gives managerial supervision 

d. Gives technical supervision 

e. Advises or consults as necessary 


Write the number corresponding to the role on the worksheet. 


Step 3 Follow the same procedure to complete Worksheet B-Sub-centre 
Health Team, then complete Worksheet-C Primary health centre 
team. 


After participants have completed this exercise working alone, divide them into 
small groups and repeat the above steps. 
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MODULE 3 


Planning PHC Health Services 


INTRODUCTION 


The purpose of this module is to focus on the important management function of 
planning, and provide medical officers with two practical planning skills—action 
planning and Gantt Charting. The module begins with a discussion of health 
problems, and emphasises that the ultimate goal of planning is to reduce health 
problems in a community. The types of information needed for planning, and sources 
for this information are discussed before beginningtwogroup exercises, the first one 
on making an action plan, and the second on making a Gantt Chart. 

Medical officers at the PHC are responsible for carrying out a variety of health 
programmes in their areas. The same personnel and resources are used in many of 
these programmes. Consequently, a medical officer must plan and schedule carefully 
to ensure that he does not over extend his resources, and more importantly, that his 
programmes are aimed at priority health problems. To be a successful manager of PHC 
level services, medical officers need to be good at planning skills. 


OBJECTIVES 
The medical officer will be able to: 


1. identify major rural health problems and describe the socio-economic and 
cultural factors responsible for them; 

2. list the types of information needed for planning and how to obtain it; 

3. prepare an Action Plan for a health programme; 

4. use a Gantt Chart to prepare an annual plan for a PHC. 


DURATION : 4 hrs. 30 minutes (Classroom) 


Contents Teaching Teaching 
Methods Aids 

ea ae setineetinmnennnsinehinemmensnin 
1. Categories of major rural health Lecture 

problems and the socio-economic Discussion 

and cultural factors responsible 

for them. 
2. Types of information needed to Lecture 

do planning and how to obtain Discussion 
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this information using health 
surveys and health records. 


3. Format, content, and uses of Group Handout 3.1 
action plans Exercise 3.1 Chalkboard 
Discussion 
4. Gantt Charts Group Handout 3.2 
Exercise 3.2 Chalkboard 
Discussion 


TEACHING ACTIVITIES 


1; 
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Lecture on categories of major rural health problems and the socio- 
economic factors responsible for them. Conclude the lecture by making 
one vital point: all planning done by medical officers aims at meeting 
health needs and overcoming health problems. Therefore everyone, 
including the community, ought to be involved in planning. 


. Lecture on information needed to do planning and how to obtain it: 


Studying maps, census figures, health records and reports, survey 
data, official health documents, programme manuals and reports, 
etc. 

Listening to and observing the community 

Discussions with community leaders 

Talking with health workers (both Government and non- 
government; allopathic and traditional) 

Talking with development workers, teachers, opinion leaders, 
religious leaders, agricultural workers, etc. 

Carrying out special surveys and community diagnosis. 


. Begin Exercise 3.1, Making an Action Plan. Distribute copies of 


Handout 3.1. Explain what anAction Plan is, how to make it, and how to 
use it. Write a sample Action Plan on the chalkboard. Assign each 
group a different health programme. Tell the groups to follow the 
instructions on the worksheet and write out their action plans. Medical 
officers know these programmes, so they should not have difficulty in 
making an action plan. Allow groups 45 minutes for this part of the 
exercise. 


. Reassemble the class. Tell participants to put aside their action plans 


for a moment. Introduce the Gantt technique, and distribute copies of 
the Worksheet for Exercise 3.2 


Begin Exercise 3.2 Making a Gantt Chart. Divide the class into the same 
groups used during Exercise 3.1. Ask groups to refer to their action 
plans and arrange the action on the Gantt Chart. Allow 45 minutes for 
this part of the exercise. Explain what a Gantt Chart is, how to make it, 


45 min. 


45 min. 


15 min. 


45 min. 


and how to use it. Write a sample Gantt Chart on the chalkboard. (Note: 
Henry L. Gantt in 1902 popularised the use of this Chart). \n a PHC set 
up activities in a health programme may be repeated week after week, 
with a pre-determined schedule. However, experience shows that 
these are guided by instructions from above and get fixed up over the 
year. Consequently the chart presents monthly activities during the 
year. 


6. Assemble the class. Draw a large Gantt Chart format on the 60 min. 
chalkboard. Consolidate the GanttCharts prepared by the groups into 
one Gantt Chart on the chalkboard. 


GANTT CHART 


HEALTH PROGRAMME / MAY | JUN | JUL | AUG OCT |NOV |DEC | JAN | FEB} MAR 
FAMILY WELFARE 
ACTIVITIES 


APR 
1 bt (ARRANGE INDIVIDUAL 


Ww 


Discuss how a Gantt Chart gives an overall picture of PHC activities 
and helps a medical officer coordinate staff and resources. It also 
fosters teamwork because staff can see at a glance what a group is 
doing. No doubt, there may be many conflicts in the scheduling when 
the group Gantt Charts are consolidated on the chalkboard. Point out 
that this is precisely what happens at a PHC without careful planning 
and scheduling. Before concluding the Gantt Exercise, make one very 
important point : the Gantt Chart must not be used ina rigid way. Give 
the example of a cholera outbreak in August. Whatever is scheduled for 
August will have to be delayed due to this emergency. But by looking at 
the Gantt Chart, the medical officer will be able to easily reschedule the 
August activities at a later time. 


7. Summary and evaluation of learning in module 3. Ask one participant 15 min. 


to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 


of the module have been achieved. 
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HANDOUT 3.1 


WORKSHEET FOR EXERCISE 3.1 
MAKING AN ACTION PLAN 


Use this worksheet to develop an action plan for a health programme (immunization, FP, Malaria, Leprosy, TB, School Health, etc.) at your PHC. 
The action plan should cover a maximum period of 12 months. In the first column, write the action required to carry out the programme. Complex 
activities should be broken down into simple actions. Estimate when each action will begin and end, and write the title of the person responsible 
for completing the action. Only one person should have primary responsibility for each action, even though several people may be involved. 


Date Prepnfeds«. + siacccscevos 


ACTIONS REQUIRED side PERSON RESPONSIBLE 


© 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


BACKGROUND READING FOR TRAINER 


ASPECTS OF PLANNING 


Planning isa process of analysing and understanding a system, formulating its goals 
and objectives, assessing its capabilities, designing alternative courses of action or 
plans for the purpose of achieving these goals and objectives, evaluating the 
effectiveness of these plans, choosing the preferred plan, initiating the necessary 
action for its implementation, and monitoring the system to ensure the 
implementation of the plan and its desired effect on the system. This definition of 
planning is very comprehensive because it lists the steps of planning. 

Planning is one of the major functions of management. In the planning stage, 
decisions are made about what needs to be done, how and when it has to be done by 
whom and with what resources. In considering these points, managers are clarifying 
objectives or goals and establishing policies and procedures for guiding those who will 
do the work. They also have to chalk out the lines of action, with proper time schedules 
for the execution of work. This is all part of planning. 

For any work planning is essential. ‘Well begun is half-done’. This proverb means 
that a job which is carefully planned is half way to being successfully completed 
before the actual work commences. In other words, planning saves time in the long 
run because we know where we are going and how we are going to get there. 
Planning leads to more effective and faster achievements because everyone involved 
is clear about what is to be done, how, when and why. Planning ensures unity of 
purpose, clear cut methods of doing things, and a focus on the objectives and targets 
to be achieved. In short, planning is like laying the foundation for a building. Once the 
foundation is laid, the upper structure of the building must necessarily conform to the 
basic design as outlined in the foundation. The preparation or ground work, which we 
call planning, minimises the cost of doing a job and helps to ensure that resources are 
used wisely to achieve our objectives. 


Characteristics of Good Planning 


1. Focus on purpose: Foremost in the: planning process is the need of setting goals 
to be reached and objectives to be achieved. These goals and objectives are the purpose 
of a programme. Every programme has a purpose. Health programmes have different 
purposes or objectives, like control of communicable diseases, or improvement of 
sanitation, or provision of MCH care. These programmes have their objectives, both 
qualitative and quantitative. When we say ‘reduction of mortality’ it is a qualitative 
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objective. When we specify that mortality should be reduced from X to Y, we have 
quantified the objective. In an immunization programme, when we say that we want 
‘to ‘immunise children’, that is only a goal or a qualitative objective. When we specify 
the coverage as a percentage of the children that have to be immunised, we now have 
a quantitative objective. Planning takes into consideration both qualitative and 
quantitative objectives, and formulates goals that indicate the direction in which a 
particular programme is to move. So the most important thing about planning is to 
have clearcut objectives and goals or a purpose. 


2. Continuity and flexibility : Like learning, planning is also a continuous process. 
When objectives have been set, a plan is not ina final form. Situations change, people 
change and technology changes. It may be necessary, therefore, to adjust the plan to 
changes. The plan must be flexible and the planning process must provide for 
adjustments. This is particularly necessary in long term plans that cover a period of 
years. But all plans must be flexible and the updating of plans must go on 
continuously. 


3. Harmony with organisation and environment : |n good planning there must have 
been complete identification with the organisation and with the environment. In other 
words, the plan should not be based on high ideals and be blind to the social, © 
economic and political conditions in the environment. Over ambitious plans should be 
avoided. Plans should always be realistic. 


4. Precision: Planning must be precise in its objective, scope and nature. It should be 
realistic in scope and pinpoint the expected results. 


5. Pervasiveness : \t should be pervasive activity covering the entire enterprise or 
organisation with all its departments, sectors and different levels of management and 
functioning. Planning is not the exclusive responsibility of top management only. It 
extends also to middle and lower managers. In lower levels individuals must know 
individual work assignment in keeping with the overall objectives. 


6. Documentation : Planning should always be documented so that all concerned are 
fully committed to the implementation of the programme. The document will also serve 
as a blueprint for implementation. 


Steps in Planning Process 


1. Analysis and understanding of the system : The medical officer needs to 
understand the system he is working in, consisting of health workers, community and 
higher authorities. The types of needs of each one in the system have to be spelled out. 


2. Formulation of operational goals and objectives : Objectives are short statements 
of what must be done. The objectives may be broad or specific. The more precisely they 
are set, the earlier it will be to work towards them. 


3. Assessment of current organisation capabilities : Once the objectives are clear, 
there is need to assess the resources available to reach the goals. The staff strength, 
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and their capabilities have to be taken into account. Any gaps noticed have to be 
rectified before implementing the plan. 


4. Designing alternative courses of action :Alternative courses of action have to be 
thought of. They may be having varying potentialities. 


5. Evaluating the effectiveness of alternative plans and choice of action : These 
different courses of action have to be evaluated in terms of effectiveness and 
efficiency. The course of action which can lead to the attainment of objectives within 
the constraints of time and resources has to be weighed and chosen. 


6. /mplementation: After you have a work plan, the plan can be implemented. The 
work plan is only a guide to action. Although you have a work plan, you should be 
flexible enough to adjust to changed conditions and to unusual or unexpected 
situations. Implementation is the key step in the planning process. Give special 
attention to it. 


*7. Control or monitoring : When a plan is set in motion, the medical officer should 
know whatis happening and how the plan is proceeding. For this purpose one should 
have regular feedback both by way of written records and reports and by direct 
observation. 


*8. Evaluation: The plan has to be evaluated. Evaluation is measuring what has been 
done against what had been planned to do. Any deviations have to be explained and 
necessary action has to be initiated to correct deviations. 


*9. Reanalysis and new understanding of the system : One can take an overview of 
the plan of work and see what has been achieved. The whole system has to be 
understood a new and then the planning process begins the second cycle, again 
proceeding through the main steps. 


*These steps are discussed under Module 5 also. 
Management Analysis Process is discussed under Module 16. 


GANTT CHARTS** 


A pictorial chart, also known as the ‘Bar Chart’ was for the first time developed by 
Henry Gantt around 1900 and is used to deal with complex activities. The bar chart 
consists of two coordinates, the horizontal represents the time elapsed and the 
vertical represents the jobs or activities performed. The jobs or activities are shown in 
the form of bars as shown in Figure below: 

The length of the bar shows the time the job or that activity takes for completion. 
Mostly in every project some jobs are taken up concurrently and some are to be 
completed before others can begin. Hence’in a bar chart, some of the bars run parallel 
or overlap each other time-wise and some run serially with one bar beginning after 


another bar ends. 


**Source : Text Book of Factory Organization by T.R. Banga(1979), pp. 368-371. 
& 
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ACTIVITIES SO 


0 10 20 30. 40 50 
UNITS OF TIME = 


In Figure above for example, activities A and B can start at the same time and 
proceed concurrently or in parallel, though they take different time intervals for their 
completion. Activity C begins 5 days after the start of activity A and B. Activity D 
cannot be started until activity B is over. The bars representing B and D therefore run 
serially. 


Let us consider few examples of Bar charts: 


Example 1. An equipment consists of three parts A, B and C. These are assembled 
together after manufacture. Part A is of cast iron, which requires a pattern and a 
mould. Part B is to be machined on a special machine and hence special! machine is to 
be purchased and erected. Part C needs special heat treatment before assembly. The 
assembly has to be tested with a specially fabricated, rig before dispatch. The time 
needed by each activity is given below. Draw the bar chart. 


1 Preparing pattern for casting part A 5 Weeks 

2 Preparing mould for Part A 1 Week 
3 Casting and cleaning of A 2 Weeks 
4 Heat treatment of C 2 Weeks 
5 Obtaining and installing machine M 8 Weeks 
6 Machining part B 3 Weeks 
7 Assembly parts A, B and C 4 Weeks 
8 Preparing a test rig 3 Weeks 

9 Testing assembly 1 Week 

10 Packing and dispatch 1 Week 
30 Weeks 
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SOLUTION 


The bar chart for this example is given as below: 


ACTIVITY ————— 


8 
TIME IN WEEKS 


From the study of the various activities, it is found that activity 1,4, 5 and8 can be 
Started concurrently /.e., at the same time. These have been indicated in the bar chart. 
Activity 2 begins after the completion of activity 1. Similarly activity 3 begins after the 
completion of activity 2. Bar chart shows that activity 6 can begin when the activity 5 is 
over and activity 7 can begin when activity 6 is over. Similarly activity 9 can begin 
when activity 8 is over and activity 10 can begin when activity 7 is over. From the bar 
chart it is found that project completion time is 16 weeks, although total time required 

= by all the activities is 30 weeks. In this way bar chart gives informations, when and 
where the various activities should be started and end so that project completion time 
be minimum. 


Example 2. Draw the bar (Gantt) chart for the following examination work: 


A. Design questionnaire 10 days 
B. Print question paper 3 days 
C. Distribute two various centres 6 days 
D. Answer questionnaire 1 day 
E. Collect answer books at main office 6 days 
26 days 
SOLUTION 


All the above activities are interdependent and in the order of sequence. The total 


duration is 26 days. The Gantt chart can be drawn as shown in Figure below. 


ACTIVITY 


12 16 20 24 28032 
TIME IN DAYS 


Example 3. Draw the bar chart for the following Drawing and Printing work. 


A. Make drawing by pencil 4 days 
B. Do inking on drawing 1 day 
C. Make prints 3 days 
D. Cut and fold 1 day 
9 days 
A 
le 
> 
e 
= ¢ 
—_ 
U 
< 
2) 
0 1 2 3 6 5 6 7 a 


Time in Days——> 
SOLUTION 


Here in this problem, activity A, B and C are interdependent. It means activity B will 
begin where activity A is over and activity C will begin when activity B is over. Activity 
D consumes 1 day and this can be started simultaneously with activity C, on the 7th 


day and thus project completion time will be 8 days. Thus one day can be saved in this 
way. 


Example 4. Draw the bar chart for making a chair. The details of activities are as 
under. 
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(i) Make dimensional sketches of parts 2 days 


(ii) Make legs 2 days 

(iii) Make seat 3 days 

(iv) Make back 3 days 

(v) Assemble parts 2 days 
SOLUTION 


In this problem after activity (i) is over, activities (ii), (iii) and (iv) can be started at the 
same time, /.e. concurrent activities. These activities are independent one. Therefore 
project completion time will be 2+3+2=7 days. Bar charts will be as shown in Figure 


below. 


ACTIVITIES ——= 


0 H 2 3 4 5 6 7 8 
TIME IN DAYS ——e 


103 


MODULE 4 


Implementation and Coordination of 
PHC Health Services 


INTRODUCTION 


The purpose of this module is to focus on the important management functions of 
implementation and coordination. The module emphasises that a manager's primary 
resposibility is implementation (getting the job done). Intersectoral coordination and 
problem-solving are presented as two essential implementation skills needed by 
medical officers at PHCs. The module USeS a CaSe Study as the basis for a problem- 
Solving exercise that relates clinical problem-solving familiar to medical officers to 
management problem-solving. The implementation of health programme requires 
inputs from a variety of health personnel, Government agencies, and private 
organisations. Consequently, coordination, including intersectoral coordination, is an 
important part of a medical officer's management responsibility as well as an 
essential part of the primary health care approach in India. Medical officers are in a 
position to foster intersectoral coordination, and for this reason they should receive 
management training in this important area. 


OBJECTIVES 
The medical officer will be able to: 


1. describe the manager's role in implementation; 

2. define intersectoral coordination and describe its importance in health 
development; 

3. list the organisations and individuals involved in health at the PHC level and 
explain how to coordinate their efforts; 

4. demonstrate how to solve problems using a structured problem-solving 
technique. 


DURATION : 3 hrs 30 min. (Classroom) 


; 
Contents Teaching 


Teaching 
Methods Aids 
1. Definitions of implementation, Lecture 
coordination, intersectoral coordination Discussion 
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problem-solving, and the manager's 
role in these activities. 


2. Organisations and individuals Lecture 
involved in health at PHC Discussion 
level and the MO’s role in 
coordinating their efforts 
3. The steps in the problem- Lecture Handout4.1 
solving process; forms and Case Study 
Exercise 4.1 


procedures for structured 


problem-solving. 


TEACHING ACTIVITIES 
Lecture on definitions of implementation, coordination, (especially 60 min. 


i. 


intersectoral coordination), and problem-solving. Link implementation 
to planning covered in Module 3. Point out that managers have a 
tendency to spend too much time on planning and re-planning and 
never get around to implementation. A good manager always focusses 
on implementation. During implementation, the manager's role is to 
monitor progress and overcome barriers to progress. This means the 
manager must be a problem-solver. Implementation also involves 
coordination. The medical officer should know all the organisations 
and individuals involved in delivering health services in his area. He 
should try to coordinate their efforts so as to avoid gaps in service, 
duplication, and waste. (See suggested lecture material in Notes for the 
Trainer). 


. Begin Exercise 4.1, Problem-Solving. Give a brief introduction to 


problem solving. (See lecture material in Notes for the Trainer). 
Distribute copies of Handout 4.1 (pages 1 and 2). This exercise gives 
participants a case study on which they can use a structured problem- 
solving approach. Tell participants to work alone for 30 minutes on this 
part of the exercise. 


. Divide the participants into small groups. Ask the groups to discuss 


solutions to the neonatal tetanus problem and reach a concensus on 
the best solution to this problem. Allow 30 minutes for the groups to 
work. ; 


Reassemble the class. Lead a discussion of the exercise. Four possible 
solutions to the problem are: 


a. Immunize pregnant woman against tetanus to protect the 
newborn. 

b. Improve facilities for newborn at PHCs. 

c. Prevent neonatal tetanus by improving MCH services and training 
traditional dais. 
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Time 


60 min. 


30 min. 


45 min. 


d. Train health workers to recognise and treat neonatal tetanus. 


What solutions did the group select? Why? Are the participants 
satisfied with their decision? Probably they are not. The exercise is an 
artificial situation. Not enough information upon which to base a 
decision is given. Relate this to the issue of having enough information 
to make decisions at the PHC where there is often a lack of information. 
Throughout the discussion of this exercise, focus on the problem- 
solving process, not the content. Content is important only in so far as it 
illustrates the problem-solving process. Compare the problem-solving 
process used in this exercise with the traditional medical problem- 
solving approach of presenting complaint, diagnosis, and treatment. 


. Summary and evaluation of learning in Module 4. Ask one participant 
to summarise what he/she has learned in this unit and how they plan 
to use it in their work. Comments from other participants and 
discussion should follow until the trainer is Satisfied that the objectives 
of the unit have been achieved. 


15 min. 
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HANDOUT 4.1 


INSTRUCTIONS FOR EXERCISE 4.1 


A manager must solve problems and therefore needs to know how to go about 
problem-solving in a systematic way. In this exercise, you will use a structured 
problem-solving process to decide what is to be done about handling neonatal tetanus 
in your block. 


SITUATION 


Neonatal tetanus has caused the death of seven newborns at the district hospital 
during the past month. Three of these cases were referred from your PHC. The CMO 
has expressed surprise and concern, because neonatal tetanus has never before been 
a major problem in the district. For this reason, the PHCs in the district are not equipped 
to handle the condition; the occasional cases are referred immediately to the district 
hospital for treatment. Likewise, the training programmes for health workers in the 
district has not focussed on the diagnosis and prevention of neonatal tetanus. 

The CMO is upset for two reasons. First, he is upset because he now suspects that 
there may be many unreported neonatal Cases in his district. 

Second, he is upset because health worker training has not focussed on neonatal! 
tetanus and PHCs are not equipped to save newborns with tetanus infection. The 
CMO feels that he must act quickly to remedy this situation. 


Step 1: Assume the role of the CMO Work alone and use the worksheet to arrive at 
the best solution to this problem. But before you arrive at your final solution, consider 
as many alternative solutions as you can think of. Take forty-five minutes for this part 
of the exercise. 

Step 2 : Meet your group and compare your solution to the problems of neonatal 
tetanus with those of the other members of the group. 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1: LECTURE MATERIAL 


IMPLEMENTATION AND COORDINATION 


Before implementing any plan or programme, one should not think he has to remain 
within the limitations. A problem has to be viewed from different angles, involving 
creative thinking as explained earlier in the module. Then only the work plan is to be 
set ready for implementation. 

Implementation is actually doing the work. Implementation is what happens 
between planning and evaluation. Good managers always focus on implementation. 

In implementation, coordination is very much necessary. Coordinate as a verb 
means to bring into proper order or relation’. Coordination means an orderly 
arrangement of group effort to provide unity of action in pursuit of a common 
objective. There is need in certain activities to bring together more than 2 or 3 persons 
and guide and direct them to divide responsibilities and work with team spirit for a 
common objective. Coordination is thus the overall management function that 
integrates planning, organising, directing, controlling into a unified action. 

There is difference between coordination and cooperation. Cooperation is ‘the 
collective action of one person with another or others towards a common goal, while 
coordination is the adjustment of the parts to each other. 


Principles of Coordination 


Coordination is a management function. Top management has to create the right 
conditions to make effective coordination possible, and then managers and 
supervisors all have the responsibility of ensuring that it works. The following are 


some of the considerations involved in creating the right conditions for effective 
coordination: 


1. An effective organisation structure with established systems and procedures. 

2. Planned objectives translated into programmes for implementation. 

3. The assignment of responsibilities to persons for carrying out the programme 
with accountability for performance. 

4. Correct and adequate information on the programmes. 

5. Periodic progress reports in an agreed format. 


At a primary health centre coordination is required in many situations. For example, 
a number of staff doing different jobs in the OPD clinic are working for the common 
goal of delivering health care to those who come to the clinic. Staff activities need to be 
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coordinated so that the work goes on smoothly and patients receive proper treatment. 
The doctor is the person responsible for coordinating the activities of the staff in the 
OPD. 

The coordination of the PHC with outside agencies is also very important. The 
medical officer must appreciate that if he coordinates with other departments he will 
be able to get better Support for the health programme. Since health is only one aspect 
of human development, there is a great need for coordinating with other 
developmental activities; for example, good nutrition mean coordinating with the 
agricultural department. At the block level the BDO is responsible for all the 
development, employment, food Production, water Supply, sanitation, industry, 
education, etc. Therefore, the medical officer has to seek the help of the BDO in 
promoting the health programme. Likewise, for many other programmes the medical 
officer must cooperate with other departments: for example, school health services 
requires training the teachers, which mean coordinating with the BDO and DEO. 

It should be mentioned that medica] officers often feel shy about going to another 
department seeking help. This attitude must change. Medical officers should not feel 
too proud to seek help, because, as mentioned already, health is only one aspect of 
overall human development, and every development activity has something to 
contribute to health. 

Apart from government agencies, it is necessary for the medical officer to coordinate 
with voluntary organisations, private organisations, private practitioners, and others 
who can contribute to the health programmes. For example, established voluntary 
organisations which willingly get involved in health programmes are Lions’, Rotary, 
Jaycees, etc. In addition, it is necessary for medical officers and for their Staff to 
initiate and promote village health committee, Mahila Mandals, youth clubs, etc., 
which with proper training and motivation can take responsibility for health problems 
and their solution. In the formation of such committees the BDO again may be of help 
because under the Social Welfare Department and other programmes like Integrated 
Rural Development Programme, Integrated Child Development Services, etc. funds 
are available for forming and maintaining such groups. 

The World Health Organization considers this type of ‘intersectoral coordination’ 
as essential for the success of primary health care. 


INTERSECTORAL COORDINATION* 


No sector involved in socio-economic development can function properly in isolation. 
Activities in one impinge on the goals of another; hence the need for constant 
consultation between the major social and economic sectors to ensure development 
and to promote health as part of it. Primary health care, too, requires the support of 
other sectors; these sectors can also serve as entry points for the development and 
implementation of primary health care. 

The agricultural sector is particularly important in most countries. It can ensure that 
production of food for family consumption becomes an integral part of agricultural 


*Health for All, Series No. 1, 1978, Geneva, World Health Organization, pp. 46-49 
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policy and that food actually reaches those who produce it, which in some countries 
may require changes in the pattern of land tenure. Also, nutritional status can be 
improved through programmes in agriculture and home economics geared to meeting 
priority family and community needs. 

It is particularly important to ensure that women enjoy the benefits of agricultural 
development as well as men. In most developing countries the majority of women in 
rural areas are engaged simultaneously in agriculture, household management and 
the care of infants and children. They need appropriate technology to lighten their 
workload and increase their work productivity. They also require knowledge about 
nutrition which they can apply with the resources available, in particular concerning 
the proper feeding of children and their own nutrition during pregnancy and lactation. 

Similar policies in support of health are needed in other sectors. Water for 
household use is aS important as water for cattle, irrigation, energy and industry. 
Plentiful supplies of clean water help to decrease mortality and morbidity, in particular 
among infants and children, as well as making life easier for women. Countrywide 
plans are required to bring urban and rural water supplies within easy reach of the 
majority in the shortest possible time. Associations of parents and teachers can 
assume certain responsibilities for primary health care activities within schools and 
the community. Such as sanitation programme, food-for-health campaigns or courses 
on nutrition and first aid. 

The mass media can play a supportive educational role by providing valid 
information on health and ways of attaining it and by depicting the benetits to be 
derived from improved health practices within primary health care. For example, they 
could support a sound pharmaceutical policy by helping to create public awareness 
that a number of drugs with generic names are just as good as advertised products 
with brand names. They could also help to popularize primary health care by 
disseminating authentic news about it in different communities. 

Many agricultural and industrial activities can have side effects detrimental to 
health. To mention a few, irrigation schemes can create the right conditions for the 
breeding of mosquitoes that transmit malaria; artificial lakes can lead to the 
proliferation of the snails that carry schistosomiasis; industrialization can lead to the 
pollution of air and water with toxic chemicals and the accompanying urbanization can 
give rise to psycho-social problems. It is, therefore, wise to incorporate preventive 
measures in industrial and agricultural projects which pose particular health hazards. 
Such measures can be included in irrigation schemes and man-made lakes, safety 
precautions can be taken to reduce industrial accidents and pollution, potential 
carriers of disease can be identified wherever there are large population movements, 
and special attention can be given to protecting the physical and mental health of 
migrant workers. A proper place for primary health care can be foundin most of these 
activities. 

In addition, the industrial sector can support primary health care by establishing 
industries related to health, in particular for essential foods and drugs. Local small- 
scale industries are also important, because they create employment and thereby 
improve the local economic base and earning power. This is in keeping with the target 
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adopted by Habitat, the United Nations Conference on Human Settlements, of having 
safe water for all by the year 1990. The safe disposal of wastes and excreta also has a 
significant influence on health. 

The health sector can promote investments in water supply and sanitation, but as a 
rule major investments should come from other sectors. In rural areas in particular, 
the community may well be active in these fields as part of primary health care. 
Education in the proper use and maintenance of waier and sanitary facilities is 
important. 

Housing that is properly adapted to local climatic and environmental conditions has 
a positive effect on health. Houses, like animal shelters and food storage facilities, 
need to be proof not only against the elements but also against insects and rodents 
that carry disease. All these structures, and particularly kitchens and sanitary 
facilities, should be easy to clean. Here too, education is important for ensuring the 
proper maintenance of houses and the areas surrounding them. 

Certain aspects of public works and communications are of strategic importance to 
primary health care, particularly for dispersed populations. Feeder roads not only 
connects the farmer to the market but also make it easier for people to reach villages, 
bringing new ideas together with the supplies needed for health and other sectors. 
Two-way radio communication, where this can be afforded, puts isolated areas in 
contact with more centrally located administrative levels, at the same time serving as 
a vehicle for learning. Low-cost pedal operated radio communication has been 
successfully used in primary health care in a number of developing countries. 

The educational sector also has an important part to play in the development and 
operation of primary health care. Community education helps people to understand 
their health problems, possible solutions to them and the cost of different alternatives. 
Instructive literature can be developed and distributed through the educational 
system. 

Coordinated planning at the community level will make it possible to link primary 
health care closely with other sectors in joint efforts for community development. 
Thus, community work2rs can be trained to provide services of different kinds and to 
complement one another's roles. For example, the health worker can advise on the 
importance of improved food storage at home and on the farm and can give practical 
guidance on this matter. Similarly, the agricultural worker who understands the basic 
principles of good nutrition can influence the production of appropriate foods and their 
consumption by families, helped by a local agricultural policy that favours food crops 
rather than cash crops. 


TEACHING ACTIVITY 2: LECTURE MATERIAL 


PROBLEM-SOLVING 
Steps in problem-solving: 


Step 1: \dentifying the problem 
Step 2: \dentifying possible solutions 
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Step 3: Assessing the advantages and disadvantages of each solution 
Step 4: Selecting one solution 


Step 5: Carrying out and follow up the solution to the problem. 


Blocks to Problem-Solving Effectiveness 


There are eight blocks to problem-solving effectiveness to which team members 
should be alerted. 
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Lack of clarity in stating the problem : Much of the initial effort of teams in 
solving a problem is directed towards orienting members to what the 
probiem is. This phase is extremely important, and it deserves sufficient time 
and effort to identify the problem, to define it, and through this process, to get 
the members involved in and committed to solving it. Often teams are 
doomed to failure when they inadequately define the nature of their problem. 


. Insufficient information : When information is minimal, the definition of the 


problem will be inadequate, fewer alternative strategies for the solution will 
be generated, and the potential consequences of these alternatives will not 
be properly explored. The result is relatively poor solutions. Great emphasis 
must be placed on fact finding in order to solve a problem effectively. 


. Poor communication within the team : Poor communication among team 


members has the same negative effects as insufficient information, with the 
added problem that it makes it difficult to implement any action that requires 
coordination among team members. Effective communication among all 
team members is necessary for effective problem-solving. 


. Premature judgement of alternative strategies, or premature choice : Most 


people are too quick to pass judgement on the suggested solutions to 
problems. As teams engage in problem-solving, they must avoid the 
tendency to judge each idea as it comes along. Instead, they should create an 
atmosphere that supports the presentation and favourable consideration of a 
wide variety of possible solutions. The choice of one solution should come 
only after all possible solutions have been carefully considered. 


. A critical, competitive atmosphere : A supportive, trusting, cooperative 


atmosphere is necessary for solving problems successfully. lf team members 
have reservations about the way in which other members are evaluating 
their ideas, effective problem-solving is difficult. 


. Pressures for conformity : Pressures for conformity and compliance slow 


down the development of diverse alternative solutions to problems. Creative 
divergent thinking is necessary for effective problem-solving. 


Lack of problem-solving skills: Some teams may need special training in how 
to use problem-solving methods to advantage. Training may be provided by 
an expert member of the team, or the team may call in an expert from outside. 


8. /nadequate motivation : Any problem-solving team must be motivated to 
solve its problems. If the group members are not motivated, they must first be 


made to see the importance of the problem and the necessity for seeking a 
solution. 
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MODULE 5 


Monitoring Control and Evaluation 
of PHC Health Services 


INTRODUCTION 


The purpose of this module is to focus on monitoring and evaluation. The module 
defines the medical officer's responsibility for monitoring and evaluation, and 
presents Action Plans and Gantt Charts as two tools to help him carry out this 
responsibility at the PHC level. The module also includes a practical exercise in 
developing quantitative input and output indicators for health programmes. 

Often failures are not because of bad planning or bad workers, but due to lack of 
proper control. Monitoring and evaluation enable a medical officer to maintain control 
of his programme, to identify problems early andtake corrective action to avoid failure. 


OBJECTIVES 


The medical officer will be able to: 


1. describe the manager's role in monitoring and evaluation; 

2. explain the use of Action Plans and Gantt Charts in monitoring health 
programmes; 

3. develop input, output, and health status indicators to evaluate a health 


programme. 


DURATION: 3 hours (Classroom) 


Contents Teaching Teaching 
Methods Aids 
EE I Oe ee ee Oe ae PC RE For 
1. Definition of monitoring, control Lecture 
and evaluation and the manager's Discussion 
role in these activities. 
2. Use of Action Plans and Gantt Lecture Chalkboard 
Charts for monitoring and t Discussion 
evaluation. 
3. Input, output and health Lecture Handout 5.1 
status indicators for health Group 
programmes. Exercise 5.1 


SL. eS 


A 


TEACHING ACTIVITIES Time 


1. Lecture defining monitoring and evaluation and the medical officer's 60 min. 
monitoring and evaluation responsibilities; discuss the use of Action 
Plans and Gantt Charts in monitoring health programmes. For 
example, illustrate on the chalkboard how an evaluation column can be 
added to an Action Plan. 


ACTION SCHEDULE PERSON EVALUATION 


REQUIRED BEGIN END RESPONSIBLE 


a ee <= 


Likewise, a Gantt Chart can be updated periodically based on regular 
evaluations. The value of a Gantt Chart posted in the medical officer's 
office is that it is a visible evaluation document that reminds him daily 
of how the implementation of health programmes ought to be 
progressing. This constant reminder is the essence of monitoring. (See 
suggested lecture material in Notes for the Trainer). 


2. Begin exercise 5.1, developing indicators for programme evaluation. 4§ min. 
Distribute copies of handout 5.1. Assign one of the major health 
programmes to each group e.g., malaria, TB, FP, etc. Allow groups 45 
minutes to develop a set of indicators for evaluating the programme 
assigned to them. Caution groups to select the minimum number of 
indicators needed to effectively evaluate the programme. Also, ask 
them to consider the accessibility of the information, and the feasibility 
of collecting and maintaining this information at a PHC. 


3. Reassemble the class. Ask groups to share their lists of indicators. 60 min. 
Focus on the issues of accessibility and feasibility. Review monitoring 
and evaluation and the medical officer's responsibilities in this area. 


4. Summary and evaluation of learning in Module 5. Ask one participant 15 min. 
to summarise what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 
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HANDOUT 5.1 


WORKSHEET FOR EXERCISE 5.1 
DEVELOPING INDICATORS FOR 
PROGRAMME EVALUATION 


The indicators for monitoring and evaluation can be classified into three types: input, 
output and outcome, /.e. health status indicators. These indicators have to be selected 
out of a large list so that their use becomes manageable and meaningful at your level. 
In this worksheet list indicators, most appropriate for monitoring and evaluating the 
health programme, assigned to you. 


INDICATORS TO MEASURE INPUTS 


1. Indicators related to manpower resources 
a. 
b. 
Cc. 
d. 


2. Indicators related to material resources (capital and consumable) 
a. 
b. 
o: 
d. 


3. Indicators related to financial resources 
a. 


b. 
c. 
d. 


INDICATORS TO MEASURE OUTPUTS (ACTIVITY AND PERFORMANCE) 


1. Activity indicators 
a. 
b. 
é. 
d. 


2. Performance indicators 
a. 
b. 
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INDICATORS TO MEASURE OUTCOME i.e. HEALTH STATUS 
re 


2 
3. 
4 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1: LECTURE MATERIAL 


MONITORING AND EVALUATION 


Monitoring and evaluation are two important management functions. Monitoring is 
done frequently (daily) during the implementation of the plan and is one of the 
manager's day-to-day responsibilities. It may be done by direct observation, 
discussions, and reviewing statistics and reports. 

Evaluation is the cumulative result of monitoring over a period of time. Evaluation is 
an assessment of the quality and quantity of work turned out by an individual or an 


organisation. Monitoring and evaluation are closely linked to constitute a manager's 
control function. 


Difference Between Monitoring and Evaluation 


The process of monitoring consists of collecting and analysing information of actual 
operations so that any deviations from the plan are detected. Evaluation is also used to 
assess the accomplishment of objectives as outlined in a plan. But the difference 
between monitoring and evaluation can be seen in their respective scope. While 
monitoring is confined to oversee on-going operations, evaluation is mostly 
concerned with the final outcome and with factors associated with it. 


How to Carry Out Monitoring and Evaluation? 


The health and family welfare programme aims to improve the health status of the 
population. Improved health status is the impact which is sought to be brought about 
through various programme activities. Inputs are required to carry out programme 
activities which result in outputs. These outputs create the impact on the health status of 
the population. This process is shown in the diagram below: 


Impact on 
Health Status 


Programme 
Outputs 


Programme 
Activities 


Programme 
Inputs 


At the PHC level, programme outputs are given as targets. The medical officer can 
prepare a list of programme activities based on inputs available (staff, supplies, etc.) 
These activities can be converted into a Gantt Chart for monitoring. A suggested 
format for a Gantt Chart used for monitoring is shown below: 
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PERSON 
ACTIVITIES RESPONSIBLE 


| | 
| 
| 


The Gantt Chart may be updated and changed as necessary, and this is part of 
monitoring carried out by medicai officers. 


TEACHING ACTIVITY 2 : INTRODUCTION TO EXERCISE 5.1 


The success of monitoring and evaluation depends upon quantitative indicators. 
Quantitative indicators are needed at the input, activity and output levels. In most 
cases indicators for output are given as targets, but medical officers will have to 
develop indicators for inputs and programme activities. While developing these 
indicators it should be kept in mind what information is readily available at the primary 
health centres. The indicators for monitoring should rely on readily available 
information. The indicators should also be comprehensive, reliable, valid and simple. 

Keeping in view these basic requirements of the indicator a Set of indicators relating 
to various aspects of the health and family welfare programme could be developed. 
These sets of indicators for various programmes are as follows: 


Indicators to Measure Inputs 
1. Indicators related to manpower resources: 


| 


(a) CATEGORY OF STAFF | SANCTIONED 
POSTS 


IN | FULL TIME | 
POSITION EQUIVALENT 


PER MONTH IN THE 
PROGRAMME 
(IN DAYS) 
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ee Pes ee ee | 


(b) CATEGORY OF STAFF NO. OF NO. OF % OF TIME SPENT 
TRAINING TRAINEES | IN TRAINING | 
PROGRAMMES PER YEAR IN THE PROGRAMME. 
ORGANISED | 


PER YEAR 


| 
| 
| 
fa 
| 
| 


2 a 


The (a) and (b) above will provide following indicators: 


i. Ratio of staff in position to total sanctioned (category-wise). 
ii. Average full time equivalent available in a month in the programme 
(category-wise). 
iii. Average number of training programmes organised per year (category- 
wise). 
iv. Average number of trainees trained per year (category-wise). 
v. Percentage of time spent in the training programme. 


2. Indicators on material resources in the programme: 


A. _ i. Ratio of capital items in working condition. 
ii. Percentage of time/ average number of months or vehicle in working order 
during a year. 


B. Consumable items (for items viz., medicines, drugs, dressings, vitamins, CCs, 
‘etc. utilised for the programme). 


i. Proportion in stock to total consumption (major items consumed) in a year. 
ii. Quantities of medicines/ drugs not utilised against supplies in a year (for 
each type separately). 


3. Indicators relating to financial resources. 


i. Total budget of the PHC per year. 
ii. Budget for the programme as a percentage of total budget. 
iii. Total expenditure of the PHC in a year. 
iv. Percentage of total expenditure in a year on the programme. 
Percentage of contingency expenditure spent on the programme in a year. 


< 
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Indicators to Measure Outputs (Activity and Performance) 


1. Medical Care 


Total number of patients seen in a month or year. 


ii. Number of new patients seen/100,000 population. 
iii. Number of old patients seen/100 new patients. 


2. Maternal and Child Health 


XII. 


XIV. 


XV. 


. Average number of pregnant mothers registered per ANM per year. 
. Number 


of pregnant mothers registered for ANC/100 expected 


pregnancies. 


. Number of pregnant mothers given TT/100 registered mothers. 
. Number of complicated pregnancies detected/100 registered mothers. 
. Number of registered mothers provided with nutritional supplements/ 100 


registered mothers. 


. Average number of deliveries supervised or conducted per ANM in a year. 
i. Number of deliveries conducted by trained dais or ANMs/100 deliveries 


reported. 


. Number of deliveries reported/100 expected deliveries. 
. Number of mothers provided ANC/100 deliveries reported. 
. Number of deliveries reported complications/ 100 deliveries conducted by 


ANM and trained dais. 


i. Number of children (0-6 years) registered. 
. Number of children receiving 1-10 dose of vitamin A solution/100 


registered children. 
Number of children (0-6 years) receiving complete immunization of each 


type (BCG, DPT, Measles, Polio separately)/100 registered infants and 
children. 


Number of children (0-6 years) detected malnourished/100 registered 
children. 


Percentage of targets achieved for each type of immunization to children. 


3. Family Planning 
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i. Average number of eligible couples visited per worker per month or year. 
. Number of eligible couples using contraceptives type/100 eligible couples. 
iii. Number of oral pill cycles distributed. 

. Number of eligible couples with more than two children and accepted 


terminal method/1000 eligible couples with more than two children. 
Percentage of achievement of the targets by each method. 


. Number of MTP cases followed by sterilization or |UD/100 MTP cases. 
i. Number of OTCs held in the area. 


4. Malaria 


. Number of houses visited per health worker in a month. 

. Number of fever cases detected/1 000 population. 

. Number of blood slides taken/1000 population. 

. Number of positive slides/1000 fever cases detected. 

. Number of cases given medical treatment/100 positive cases. 
. Percentage of targets achieved. 


5 Tuberculosis 


. Number of cases detected/1 000 population. 

. Number of new cases detected/ 100 estimated cases of TB. 
. Number of sputum smears taken/100 new cases detected. 
. Number of positive Sputum cases/100 new cases detected. 
. Number of cases treatment provided/100 positive cases. 

. Number of dropouts for follow up cases/100 old cases. 


6. Leprosy 


vi. 


. Number of cases/1000 population. 

. Number of new cases detected/ 1000 population. 

. Number of smears collected/ 100 new cases detected. 

. Number of positive smears cases/1000 new cases detected. 

. Number of new positive cases where treatment Was provided/1000 


positive cases. 
Number of cases where treatment was continued/ total number of cases. 


7. Environmental Sanitation 


. Number of latrines available/1000 households. 
. Number of households with access to safe 


drinking water supply/1000 
households. 


i. Number of wells chlorinated regularly/ total number of wells. 
. Number of cases of cholera and gastro €ntritis reported/1000 population. 


Indicators to Measure Outcome (Health Status) 


. Infant mortality rate. 

. Percentage of new born with weight less than 2500 grams. 
iii. Percentage of malnourished children (O-5 years). 

iv. Maternal mortality rate. 
. Proportionate mortality under five years of age. 

i. Crude death rate. 

i. Percentage of deliveries with complications of the estimated number of 


deliveries. 
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vill. Crude birth rate. 
ix. Disease specific morbidity and mortality, prevalence, incidence, case 
fatality. 
x. Percentage of still births to total live births reported. 


In order to monitor the health and family welfare services provided at primary health 
centre level, with the help of the indicators identified above, the medical officer needs 
information on various inputs and outputs of services on routine basis. For this 
purpose management information and evaluation system for the health and family 
welfare programmes has been developed at PHC level. This includes twelve different 
types of records and registers to be maintained at sub-centre and PHC level and also 
reports to be submitted by health workers every month to PHC which are then 
compiled and sent to district health officer every month. The details of these registers, 
records and reports are presented below: 


Records/ Registers 


. Family and village record. 

. Eligible couple and child register. 

. Sterilization and |UD Register card. 
MCH card register. 

Child card register. 

. Report of blood smears for malaria. 
. Birth and death register. 

. Sub-centre clinic register. 

. Stock/Issue register. 

. Diary. 


od 


Reports 


1. Monthly report for health workers. 
2. Health supervisor compilation report. 
3. PHC report (monthly). 
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MODULE 6 


Supervision 


OBJECTIVES 
The medical officer will be able to: 


1. define supervision and describe the skills, methods, objectives, and principles 
of supervision; 

2. analyze and strengthen a PHC Supervisory system; 

3. develop and use a Supervisory checklist. 


DURATION: 5 hours (Classroom) 
4 hours (Fieldwork) 


a 


Contents Teaching Teaching 
Methods Aids 
a nn SSS Oc vc 
| 2 Concept of supervision, importance of supervision, Lecture 
skills needed by supervisors, supervisory Discussion 


methods, objectives of supervision, principles 
of supervision. 


os Analysis of supervisory system; Group Handout 6.1 
components of a supervisory system. Exercise 6.1 Chalkboard 

3. Format, content, and use of a Field Handout 6.2 
Supervisory checklist. Exercise 6.2 Handout 6.3 


Fe Es Cn 
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TEACHING ACTIVITIES 


1. Lecture on supervision, its importance, skills needed by supervisors, 
supervisory methods, objectives of supervision, and principles of 
supervision. (See suggested lecture material in Notes for the Trainer). 


2. Begin exercise 6.1, strengthening a PHC supervisory system. 
Distribute copies of Handout 6.1. Ask participants to work alone and 
draw a diagram of the supervisory structure. Allow 5 minutes for this 
part of the exercise. Then lead a discussion of the supervisory system. 
Ask one participant to write his/her diagram on the chalkboard. A 
typical diagram is shown below: 


mel ewe es a ee 
© | CMO, pisTRICT | 


PHC HEALTH HEAL EALTH 
ASSISTANT ASSISTANT 
(FEMALE) 


(MALE) 


HEALTH 
WORKER 
(FEMALE) 


Health 
Guide 


Continue the discussion until the diagram is complete, and consensus 
is reached on the organisation of the supervisory system. Do not 
discuss supervisory problems at this time. A discussion of problems will 
follow in the next step. 


3. Ask participants to work alone and fill out the rest of the Handout 6.1 
First, they should list the types of health personnel (based on their 
diagram), and then write the required information. Allow 15 minutes 
for this part of the exercise. 

4. Now divide the class into small groups. Tell each group to arrive ata list 
of supervisory problems and suggested solutions. Write the following 
format on the chalkboard to guide the groups: 
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Time 
30 min. 


30 min. 


15 min. 


45 min. 


SUPERVISORY HEALTH PERSONNEL POSSIBLE SOLUTIONS 
PROBLEMS INVOLVED TO THE PROBLEMS 


5. Reassemble the class. Lead a discussion of supervisory problems and 


possible solutions to these problems. Ask groups to share their 
information. Point out that management training such as this course 
aims to improve supervision. In discussing possible solutions, write on 
the chalkboard the components of a supervisory system: 


. Procedures and rules 

. Performance and appraisal system 

. Support system (equipment and supplies) 

. Training and development system 
Reward and incentive system 


Recommend that MOs take steps to improve their supervisory 
systems. Working with their staff, medical officers should develop 
Supervisory procedures and rules, allocate time and resources to 
supervision. Suggest that supervisory checklists can be used to 
strengthen the supervisory system. This leads to the next exercise on 
development and using supervisory checklists. 


. Begin Exercise 6.2, developing and using a checklist to supervise 
health worker (F). Divide the participants into pairs; these pairs will 
work together to develop, field test, and finalise a checklist for 
supervising health workers (F). Give each pair a copy of: 


Handout on supervisory checklists (Handout 6.2) 
Sample supervisory checklist (Handout 6.3) 


Using these two reference materials, tell each pair to develop a 
Supervisory checklist. Allow one hour for this part of the exercise. 
Trainers should be available to assist participants during this one hour. 
(See discussion material on checklists in Notes for the Trainer.) 


. Arrange for field testing of the checklists. Each pair should use 
their checklist to interview/ observe a health worker (F) at work. Ideally, 
each pair will interview/ observe a different health worker. But if this is 


45 min. 


60 min. 


4 hrs. 
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not possible, several pairs can form small groups to interview/ observe 
one health worker. 


8. Reassemble the class. Lead a discussion of the field test. Ask 60 min. 
participants to share their experiences and their checklists. 
Summarise the exercise, and then close by making this very important 
point: medical officers now know how to develop and use a supervisory 
checklist, and they should help their own staff to develop and use such 
checklists; for example the health assistant (F) could use this checklist 
to supervise health workers (F). Likewise health workers could develop 
and use a simple checklist to supervise health guides. Medical officers 
can assist their staff to develop supervisory checklists using the same 
process followed in this exercise. 


9. Summary and evaluation of learning in Module 6. Ask one participant 15 min. 
to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 
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STRENGTHENING A PHC SUPERVISORY SYSTEM 


IN THIS BOX, DRAW A 
DIAGRAM OF THE SUPER- 
VISORY SYSTEM IN YOUR 
BLOCK. INCLUDE ALL 
HEALTH PERSONNEL 

BY TITLE 


WORKSHEET FOR EXERCISE 6.1 


TYPE OF DESIGNATED 
HEALTH SUPERVISOR 
PERSONNEL 

(TITLE) 


HOW OFTEN | AVERAGE 


PROBLEMS WITH 
THIS SUPERVISORY 
RELATIONSHIP 


HANDOUT 6.1 


SUGGESTIONS FOR 
IMPROVEMENT 


1 


HANDOUT 6.2 


SUPERVISORY CHECKLISTS 


The goal of a supervisor is to ensure that their subordinates provide the prescribed 
level of primary health care services. To achieve this goal medical officer must 
systematically and regularly monitor their activities and performance. 


USING CHECKLISTS TO MONITOR PERFORMANCE OF WORKERS 


A checklist is a tool to help supervisors systematically monitor the health services 
being provided by subordinates. It contains a list of important programme activities as 
well as performance standards for health personnel. The supervisor should be checking 
this information regularly to ensure that health personnel are providing high quality 
health services. The information on the checklist is determined by the programme 
activities and by the skills being performed by health personnel. The items on the 
checklist are usually grouped and arranged in a logical order, so that the checklist is 
easy to use. 


A checklist should be neither too long nor too short. A checklist that is long and 
detailed will be cumbersome to use. If the checklist is too short, it will not give you 
enough guidance when you are making supervisory visit. When you develop yuur own 
checklist, include enough details to serve as a guide, but not too many to make the list 
too difficult to use. 


FORMAT FOR CHECKLIST 


A sample format for checklist is shown below. Activities, skills and data to be 
monitored are listed in the left hand column. The supervisor writes notes on his 
observations, assessments, recommendations, or action taken in the right hand 
column. Each entry should be dated. 


ACTIVITIES, SKILLS AND 
DATA TO BE MONITORED 


This is only a sample format. You may have one to suit your need. Use your format 
when you develop your own supervisory checklist. 
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HANDOUT 6.3 


ILLUSTRATIVE MONTHLY SUPERVISORY CHECKLIST 
FOR HEALTH WORKER (FEMALE) 


a ianemes  oub-centre 
District 


NOTES* 


1. Team Activities 
(i) Participation in staff 
meetings 
(ii) Coordination with HW (M), 
HGs and Dais 
(iii) Participate in camps and 
campaigns 


2. Record Keeping 
(i) Prepare, maintain and use 
records and reports 
(ii) Maps and charts 


3. Primary Medical Care 
(i) Treatment of minor ailments 
(ii) Referral to PHC 


4. Family Welfare 
(i) Use eligible couples 
register 
(ii) Motivate people to accept 
contraceptive methods 
(iii) Distribute contraceptives 
(iv) Accompany acceptors to hospital 
(v) Follow-up acceptors 
(vi) Establish female depot 
holders 
(vii) Promote family welfare 
services in the community 
(viii) Identify women leaders and 
help to train them 
(ix) Attend community meetings 
to promote contraception 
(x) Identify and refer medical 
termination of pregnancy cases 
* Number of columns depends on the number of beats made for supervision. 
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5. Nutrition 
(i) Identify malnutrition cases 
(ii) Distribute vitamin and 
mineral supplements 
(iii) Educate community on nutrition 


6. Communicable Diseases 
(i) Identify and report 
communicable diseases 
(ii) Educate the community about 
notifiable diseases 


7. Dais Training 
(i) List dais in the area 
(ii) Help train dais 


8. MCH 
(i) Register and care for 
pregnant women 
(ii) Refer abnormal and 
difficult cases 
(iii) Conduct deliveries 
(iv) Supervise deliveries conducted 
by dais 
(v) Make postnatal house visits 
(vi) Monitor child growth and 
development 
(vii) Assist in MCH clinics 
(viii) Educate mothers about 
MCH topics 


9. Immunisation 
(i) Give immunisations 
(ii) Immunise pregnant women 
with TT 
(iii) Educate women about 
immunisation 


10. Sub-centre Management 
(i) Drugs and supplies 
(ii) Maintenance of equipment 
(iii) Logistics and communication 


(iv) Cleanliness of sub-centre 
(v) Work planning and scheduling 


(vi) Intersectoral coordination 
(vii) Community participation 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1: LECTURE MATERIAL 


SUPERVISION 


Supervision is a teaching learning process. It may be defined ‘as an art or a process by 
which designated individuals or group of individuals oversee the work of others and 
establish controls to improve the work as well as the worker.’ 

The concept of supervision is to guide and help the subordinates in their work. 
Training, guidance, demonstration, individual counselling, and checking are the 
components of supervision. 

Overseeing is to be done at all levels of an organisation. There are persons 
employed at the middle level for the purpose of suprevision. At a PHC these 
supervisors are medical officers and health assistants. It is the responsibility of 
supervisors to see that the work is done in the best possible way by the workers under 
their supervision. Supervisors are, therefore, to be in constant touch with their 
subordinate staff. 

For effective supervision the supervisors must have certain skills, knowledge and 
attitudes. 


1. Interpersonal Skills: Supervisors should have the capability and tact to deal with 
their subordinate staff in a friendly and polite manner, and yet be firm when the 
occasion demands. 

2. Technical Knowledge: Supervisors should know the programme activities and 
procedures thoroughly. They have to demonstrate to their staff how each activity is 
performed and how performance can be improved. A good supervisor is ordinarily 
expected to do better than what his subordinates can do. 

3. Leadership: As a good leader supervisors should display the following 
characteristics: | 


— Co-existence with subordinates 

— Assumption of responsibility 

— Objectivity (impartial and fair) 

— Capacity to understand the feelings and problems 
of subordinates 

— Ability to take decisions and handle situations 

— Willingness to make personal sacrifices to assist 
subordinates 


4. Attitude: Supervisors must have the proper attitude and sense of responsibility. If 
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they are not fully committed to their job and not set an example their subordinates will 
not accept their leadership, and will not follow them. 

Effective supervision provides direction and guidance. Good supervisors guide 
subordinates in the work and also help in solving their problems and difficulties. 

In order to do good and effective supervision supervisors must be given proper 
training. They should be able to understand human relations and supervise in a cordial 
manner rather than in an authoritarian fashion. 

Supervision is best done by direct observation. It is difficult to evaluate work from 
records and reports. Observation is required in almost all the situations so that the 
performance can be monitored and timely corrections made. In the absence of direct 
observation subordinates are liable to slacken their effort or evade their duties. 


Supervisory Methods 


— Individual conferences and group conferences 
— Staff meetings 

— Training sessions 

— Review of records 

— Evaluation sessions 

— Direct observation 


Supervision is done by surprise as well as by previous appointment. Direct 
Supervision is to observe subordinates concurrently how they are working. Indirect 
Supervision is to go after the subordinate has performed and check in the community 
what he/she has done. Even reviewing records and reports is also a type of indirect 
Supervision. 


Objectives of Supervision 


— To meet predetermined work objectives. 

— To promote effectiveness of the workers. 

— To promote morale and motivation among workers. 

— To promote teamwork. 

— To bridge the gap between the worker's personal goals and the organisational 
goals. 


Principles of Supervision 


. Do not exert undue pressure for achievement. 

. Supervision should be general and not too close. 

. Give autonomy to workers depending upon personalities and characteristics. 
. Technical competence of supervisor. 

. Provide training to subordinates. 

. Encourage workers in decision-making. 

. Communicate with workers freely. 


NOomPt WDHD — 
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8. Do not overburden any individual or group. 
9. Capacity to influence downwards depends on capacity to influence upwards. 
10. Good leadership. 
11. Create suitable climate for productive work. 
12. Make supervision a teaching-learning process. 
13. Good planning and organisation 
14. Cooperation and coordination. 
15. Unerstand the problem and the situation. 
16. Focus on continued staff growth and development. 
17. Checking and guidance. 


Tips for Medical Officers to Become Effective Supervisors 


1. Planning Plan your day—set priorities. 
Plan the work of your staff. 
Planning gives direction to activities of the day. 
Plan ways to improve your PHC; be alert to ‘the better way’ 


2. Organizing Make sure you know your responsibilities and your 
authority. 
Let each person work for you, knowing what you expect. 
Organize the activities in your PHC to meet your planned 
objectives. 
Delegate authority to specific people and hold them 
responsible for their performance. 


3. Controlling Determine what factors indicate good performance and 
monitor these factors regularly. 
Take corrective action when planned programmes get out 
of control. 
Let your staff know that you are aware of their successes 
and failures. 
Exercise discipline. Let them know the rules and 
procedures through training. Be consistent in your 
application of the rules. 


4. Leadership Know your own job and the jobs of the staff working for 
you. 
Develop confidence in yourself and the confidence of 
others in you. Show fairness and honesty. 
Set the pace; show enthusiasm and perseverance for 
meeting schedules, budgets, and other objectives. 
Demonstrate, through planning, that you know where you 
are going and are determined to get there as quickly as 
possible. 


137 


5. Understanding 
People 


6. Effective 
Communication 


7. Handle Complaints 
Skilfully 


8. Staff Development 
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Maintain a pleasant attitude and a sense of humour. Get 
your staff involved in planning and decision-making. 
Share responsibility for mistakes. Defend your staff. 
Establish a reputation for achieving results. 


Recognize the differences in your staff members. Learn 
their strong points and work on their weak ones. 
Recognize accomplishments publicly, but criticize 
constructively in private. Show an active interest in your 
staff. Learn your staff's personal objectives and help them 
toward achievement. 


Keep your supervisor informed. Communicate with 
medical officers in other PHCs. Learn to coordinate 
activities to achieve results. 

Let your staff know what is going on. 

Let individuals know developments or changes that will 
affect them. 

Make yourself available for private discussions with your 
staff. Keep those discussions confidential. 

Be a good listener; recognize the symptoms of problems 
and make corrections promptly. Welcome suggestions for 
impovement. 


Be receptive to staff complaints and handle them in a 
positive way. 

Also determine if the complaint is a symptom of a general 
condition. 

Follow up to make certain that complaint is resolved. 
Develop an anwareness toward working conditions, 
anticipate complaints and take preventive action. 


Develop staff to their fullest potential. 

Provide challenge when possible. 

Use delegation as a training method. Surround yourself 
with capable people and help them grow. This will help 
your own career advancement. 

Recognize that most staff want the opportunity to improve 
themselves. ‘Show the way’ by example. Maintain your 
own level of competence. 

Never stand in the way of staff members’ progress for 
selfish reasons. 


TEACHING ACTIVITY 6: DISCUSSION MATERIAL 


SUPERVISORY CHECKLISTS 


Technical supervision is best handled with checklists designed according to the health 
care services being offered and with the clinical, maternal and child health, 
community health, and administrative functions of health personnel. A checklist 
helps ensure a systematic approach to supervision by reminding supervisors of the 
activities they need to monitor. 

Discuss the sample format for a checklist presented in the handouts. Point out that 
no checklist format is good for all situations. Checklists are tools. Each supervisor 
should develop a checklist format that suits his particular needs. However, every 
supervisory checklist must contain two essential parts. First, it must contain a list of 
activities and skills to be supervised. Second, it must contain space for the supervisor 
to make notes. 

Each participant can arrange these two parts in any format, and he can include 
additional information on his checklist. 

Ask participants whether they have ever used checklists. If some have, ask them to 
describe the checklists. What were they used for? Didthe checklists help them in their 
work? What problems did they experience in using checklists? Use their examples to 
show how checklists are used in supervisory work. 

Point out that checklists with many items or with too many details taking many 
pages and, therefore, are cumbersome to use. Short checklists with only a few general 
items do not give enough guidance, and, therefore are useless. A good checklist is 
detailed enough to give guidance, but short enough to be used easily. 

Ask participants questions about checklists or about using checklists. You must 
convince participants about the benefits of using checklists. Do not proceed to the 
exercise until participants are convinced that a checklist can help them do their jobs 
better. 

One very important point: supervisory checklists are not survey forms. Participants 
will have had experience doing community surveys, where the objective is to collecta 
large amount of information. Community survey forms are often 10 pages or more, 
and are used to describe the social structure of a community and identify community 
leaders, describe health conditions, and identify health problems. Supervisory 
checklists have a much more limited objective. Checklists focus on the worker being 
supervised—the knowledge, skills, major activities, plans, performance, etc., of the 
worker. The checklist is a reminder to the supervisor of areas that should be covered. A 
useful supervisory checklist is usually not more than 4 or 5 pages (maximum). 
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MODULE 7 


Teamwork 


INTRODUCTION 


The purpose of this module is to focus on teamwork as the most effective and efficient 
way to provide primary health care services. A practical exercise is used to 
demonstrate the advantages of team decision-making, and the medical officers then 
practise the team approach in two role-plays. 

Teamwork is required for achieving any high goal, and this is especially true of the 
primary health care goal of HFA/2000. The tasks to be carried out are varied and 
complex, and required the knowledge and skills of people from the village level upto 
the Union Ministry of Health and Family Welfare. At the PHC level, teamwork is 
needed among staff at the Primary Health Centre itself, and also among health 
personnel and people in the community. A medical officer should be trained to foster 
teamwork and a team approach to the delivery of health services. 


OBJECTIVES 


The medical officer will be able to: 


1. describe teamwork and the importance of teamwork in a primary health 
centre; 

2. compare group decision-making vs. individual decision-making; 

3. demonstrate the team approach to planning a health activity. 


DURATION. 3 hours (Classroom) 


Contents Teaching Teaching 
Methods Aids 
1. Characteristics of a team and the Lecture 
importance of teamwork discussion 
2. Advantages and disadvantages of é Group Chalkboard 
group decision-making versus Exercise 7.1 Handout 7.1 
individual decision-making 
3. Team approach to planning Role-Play Handout 7.2 
Exercise 7.2 
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TEACHING ACTIVITIES 


.. 


Lecture on teamwork and the importance of teamwork at a PHC (See 
suggested lecture material in Notes for the Trainer). 


. Begin Exercise 7.1. The Astronaut Game. Distribute copies of Handout 


7.1. Carry out the Astronaut Game according to instructions given in 
Notes for the Trainer. The objective of this game is to compare individual 
and group decision-making. Normally, the group will score better, thus 
providing that teamwork produces better decisions. 


. Begin Exercise 7.2, Planning Work as a Team. Distribute Handout Cpe 


and allow participants 10 minutes to read it. Select five participants to 
take part in the first role-play. The remainder of the class will observe. 
Allow the participants ten minutes to review their roles and decide how 
they are going to play them.Then begin the role-play. Stop the role-play 
after 10-15 minutes. 


. Repeat the role-play a second time. Select a different group of 


participants to play the roles. Stop this role-play after 20 minutes. Then 
lead a discussion on the effect of staff involvement in planning. 
Compare the two role-plays, especially the attitudes of the two medical 
officers. Did it take more time to plan the project as a team? Were the 
results better? Teamwork results in efficiency in carrying out work, and 
also makes the work more satisfying for the staff. 


. Summary and evaluation of learning in Module 7. Ask one participant 


to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 
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Time 


30 min. 


60 min. 


30 min. 


45 min. 


15 min. 


HANDOUT 7.1 


WORKSHEET FOR EXERCISE 7.1 
THE ASTRONAUT GAME 


PART |: WORK ALONE 


You are a member of @ Space crew scheduled to meet a mother ship on the lighted 
Surface of the moon. Your Space ship has mechanical problems and is forced to land 


ITEM MY RANKING ASTRONAUT'S MY SCORE 
RANKING 

I ee 

Matches 

Food 

Rope 

Parachute silk 

Tinned milk ——_- —_——_ 


Oxygen tanks 

Map of the moon’s 

Constellations (stars) 

Life raft 

Magnetic compass 

Water 

Signal flares 

First-aid kit 

Solar-powered radio sinensis CS ae ees: at 

Portable heater —_—______ sind cata ceaidetndien 

ne a an ne ee 
TOTAL INDIVIDUAL SCORE: ——_— 

Fn eT eee aoa RI ER eS 

PART Il: WORK WITH YOUR GROUP 


As a group rank the 14 items in order of importance. Reach your decision by cons- 
ensus. This means that each group member must agree on the ranking of each of the 
items before that ranking becomes part of the group decision. Consensus is difficult to 
reach. Every member of the group will not agree on every ranking. 
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To reach consensus, support those opinions with which you agree. Also support 
those opinions with which you agree in part. State where you disagree and why. Argue 
forcefully, with facts and logic for your opinions. At the same time be willing to adjust 
your opinions on the basis of the contributions of others. Avoid techniques that tend to 
bypass the process, such as vote-taking, trading, and averaging. These techniques 
reduce the effectiveness of the consensus approach. 

You have about thirty minutes to reach your group decision. 
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HANDOUT 7.2 


INSTRUCTIONS FOR EXERCISE 7.2 
PLANNING WORK AS A TEAM 


SITUATION 


The medical officer-in-charge of a small, isolated PHC has been selected to take partina 
special adult immunisation project. Every adult in three selected villages in his area 
will be immunised. The PHC will have to close for threé days, since the entire staff of 
this small PHC will be needed to work on the immunisation project. 

A message explaining the project has already been sent to the leader of each village. 
The PHC staff meets to plan how to carry out the project and schedule the work. 

Two role-play exercises will be held for the meeting called by the medical officer. In 
the first role-play, the medical officer plans the project by himself. In the second role- 
play, he involves the entire team in planning the project. You may be asked to playa 
role. . 


Role-Play 1 
Step 7 


The trainer will ask five participants to form a group. Each participant will choose a 
role as medical officer, health assistant (F), health worker (M), health worker (F), 
village health guide. The other participants in the class will observe the role-play. 


Step 2 


Participants taking roles should study the following information: 

The medical officer has received instructions on a special adult immunisation 
project which will involve the entire PHC staff. He has not shared this information with 
staff members. This medical officer is in the habit of planning all the work at the PHC. 
His attitude toward his staff is, ‘Do what | say and don't ask questions.’ He calls a 
meeting of the staff and gives these orders: 


1. The PHC will close for the first three days of October to carry out a special 
immunisation project in Village A, Village B, and Village C. 

. The health assistant (F) is to coordinate activities in Village A. 

. The health worker (F) is to coordinate activities in Village B. — 

. The health guide is to notify all people in Village C, and see that they attend the 
immunisation clinic. 

5. Health worker (M) is to transport supplies to all three villages. 


WN 
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The medical officer, in making this announcement, tries to ignore the suggestions 
and protests of other members of the staff. He wants to end the meeting as quickly as 
possible and get back to work. The health assistant (F) has been promised vacation 
leave during the first week of October to attend the marriage of a cousin. She protests 
loudly. The health worker (F) protests that Villave A being her native place, she should 
not have been asked to coordinate activities in Village B. 

The health worker (M) protests that to reach Village C an overnight trip is necessary 
and he does not want to leave the PHC unguarded on the night while being 
responsible for the security of the PHC. The health guide also protests that 
cooperation from Village C people will be unlikely because they were treated rudely 
by the visitors last time they took part in a special project. 


Step 3 


The participant taking the medical officer's role cails the meeting. He announces the 
special project. The role-play lasts about fifteen minutes. 


Role-Play 2 
Step 7 


The trainer will ask a second group of participants to repeat the role-play. Participants 
who will take part in this second role-play should study the following information: 

The medical officer has received instructions on the special adult immunisation 
project. He decides to consult with the staff how to carry out this project. At this PHC 
staff members feel free to make suggestions. The medical officer often takes their 
advice. 

This medical officer is in the habit of involving his staff in planning work at the PHC. 
He respects staff members’ opinions and finds that they often make good suggestions. 
He calls a meeting of the staff to plan the immunisation project. He explains the project 
and suggests this plan: 


1. The health assistant (F) should coordinate activities in Village A, which has no 
health guide. 

2. The health worker (F) should coordinate activities for Village B, which has no 
health guide. 

3. The health worker (M) should be responsible for transporting supplies to all 
three villages. 

4. The health guide should coordinate activities for her Village C. 


After you suggest this plan, you ask for other suggestions from the staff. The health 
assistant (F), health worker (F), health worker (M), and village health guide, all use the 
roles described in Role-Play 1. 


Step 2 


The participant playing the medical officer's role conducts the meeting. The staff 
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should agree on a work plan for carrying out the immunisation project. This role-play 
lasts twenty minutes. 


Step 3 


Discuss this role-play exercise in class. Compare the two role-plays and discuss the 
effect of team involvement in planning work at a PHC. 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1: LECTURE MATERIAL 


TEAMWORK 


Teamwork is an essential part of health programmes. From top to bottom, the staff 
have to work as a team. Good teamwork is required so that programme activities are 
carried out at each level. In the delivery of primary health care, there are many teams 
working at various levels such as, District, PHC, Sub-centre, sub-village levels. Thus, a 
medical officer needs training in the art of the teamwork. 


What is a Team? 


A team is a group of two or more people who work together for a common objective. a 
team works as one unit to achieve a common objective. Each person on the team 
knows the objective and has a job to do that helps the team to achieve its objective. Each 
team member follows rules and cooperates with other team members. Therefore, in 
summary we can Say that: 


Teams have an objective 

Teams follow rules 

Teams organise themselves to achieve their objective 
Team members cooperate 


What is a Health Team? 


A health team is a group of people who work together to promote better health ina 
community. Health teams follow rules. These rules are Government health and family 
welfare policies. The rules describe the types of health services that the team should 
provide and the procedures it should follow. Each member of the team knows the job 
he/she is going to do in cooperation with each other. Health teams have leaders to 
help coordinate their work. The medical officer is the leader of the PHC team. 


Why a Team is Used to Deliver Health Services? 


A team delivers health services because the various health programmes require too 
much work and too many skills for one person. Working alone, a medical officer 
can only meet some of the health needs in a community. But by using a team of health 


personnel, a medical officer can provide more and better health services to many more 
people. 
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Characteristics of Effective Teams 


1. Appropriate leadership and confidence in its leadership 

2. Aclear and shared understanding of its objectives and that achievement of 
objectives is measurable 

3. High but realistic goals that are achievable | 

4. Organisation of the team in a manner consistent with the goals; roles of 

clearly defined and assigned roles of team members 

Concerned for the welfare and growth of team members 

Use of knowledge and skills of all team members 

Abilities of the team members to accomplish the objectives 

Appropriate decision-making procedures and authority 

Use of team problem-solving techniques 

. Open deal with conflict 

. A sense of priorities 

. Open and honest communication 

. Willingness of cooperative members to compromise 

. Keeping to time schedule 

. Regular evaluation of results 


SY ee ee oe ee 
TARWN+=OOBNOD 


TEACHING ACTIVITY 2: INSTRUCTIONS FOR ASTRONAUT GAME 


Step 1: Distribute copies of Handout 7.1 to participants. The Handout contains 
instructions for Part |. Allow 10 minutes for Part I. 


Step 2: Divide the participants into small groups. Tell each group to follow the 
instructions for Part Il. Allow 30 minutes for the group work in Part Il. 


Step 3: Reassemble the class. List the expert ranking on the chalkboard. The 
‘experts’ in this case were a team of astronauts who ranked these items 


as follows: 
ITEM RANKING BY | 
TEAM OF EXPLANATION 
ASTRONAUT 
Matches 14 Useless, there is no oxygen 


on the moon. 
Food 4 Necessary for survival 
Rope 6 Can be used to climb 
Parachute silk 8 Can be used for shelter from 
: the sun and to pack supplies 
Tinned milk 12 Useless: will explode on opening 
because of a difference in 
atmospheric pressure 
Oxygen tanks Necessary for survival 
Map of the moon’s 3 Can be used to chart the 
constellation (stars) course 


— 
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Life raft 10 Can be used for shelter and 
for carrying equipment 


Magnetic compass 13 Useless: there is no magnetic 
field on the moon 

Water 2 Next to oxygen, necessary 
for survival. 

Signal flares 9 Can be used to alert the 
mother ship 

First-aid kit 7 Can be used for emergencies 


ao 


Solar-powered radio Can be used for communication 
Portable heater 11 Not needed on the lighted 
side of the moon 


Step 4: Teil participants to fill in columns 2 and3 on their worksheet. The column 
3 score is the numerical difference between the participants ranking and 
the expert’s ranking. The smaller the difference, the better the score. Also 
calculate the same score for the group rankings. Summarise the 
information on the chalkboard using the chart below: 


INDIVIDUAL SCORES AVERAGE 
INDIVIDUAL 


In most cases the group scores will be lower, therefore better, than the average 
individual scores. 


Step 5: Discuss the scores. Was the group score better than the average 


individual score for every group? Did any individual score better than the 
group. How many? Why? 


Compare the scores of the different groups. Ask for comments about 
what happened in the groups with the best and worst scores. 
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Step 6: Ask the participants to discuss when they think group decision-making 
is better than individual decision-making. Discuss the Strategies for 
decision-making outlined below. 


Strategies for Decision-M aking 


eer teen ee 


FACTOR MAKING DECISIONS MAKING DECISIONS 
ALONE AS A TEAM 

> punta, consonance 

Time Takes less time Takes more time 

Knowledge Limited to one Includes all members 

and skills person of the group 

Effectiveness Less effective More effective 

Efficiency More efficient Less efficient 

Coordination Less Greater 

required 

Implementation Poor (because no Good (because those 

of decision commitment to implementing the 
carrying out decision) decision are involved 


in decision-making) 


i ee 


Step 7: Summarise the Astronaut Game. Some participants may complain that 
this game is not appropriate because medical officers are not familiar 
with conditions on the moon, or with some of the items listed. Point out 
that at a PHC, decisions must be taken without having sufficient 
information, without knowing all the conditions, using unfamiliar 
resources, etc. All the participants are more or less equally unaware of 
conditions onthe moon. For this reason, the game is effective in showing 
the difference between individual and group decision-making. At a PHC, 
all staff are not equally unaware of conditions, for example, the medical 
officer knows more about clinical medicine. But the health worker may 
know more about the community structure and community leaders, so 
group decision-making will be more effective. 
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MODULE 8 


Leadership and Motivation 


INTRODUCTION 


The purpose of this module is to introduce medical officers to practical concepts of 
leadership and motivation which they can use to become better managers of PHCs. 
The module describes three leaderships styles—laissez faire, authoritarian and 
participative. Two questionnaires are used to elicit opinions from medical officers 
how they act in groups and what motivates them to do good job. This information is 
then related to how leaders act in groups and what motivates PHC staff. 

For a number of reasons, leadership and motivation seem to be lacking at the PHC 
level. Part of the problem is that medical officers often do not have the leadership skills 
they need to do their jobs properly. This has a demotivating effect on subordinates at 
the PHC, as well as on the medical officers themselves. All management training for 
health personnel, including medical officers, can be seen as part of the leadership 
training needed to ensure es successful See eraten of primary health care in 
India. : 


OBJECTIVES 
The medical officer will be able to: 


1. describe the laissez faire, authoritarian and participative styles of leadership; 

2. describe how he/she acts in groups and the appropriate behaviour for ateam 
leader; 

3. identify factors that motivate subordinates to do a good job. 


DURATION: 3 hours (Classroom) 


Contents Teaching Teaching 
Methods Aids 
1. Laissez-faire, authoritarian and participative Reading Handout 8.1 
styles of leadership: qualities of a Discussion 


leader; patterns of leadership, wiahlatid lle 
and participative attitudes 


2. People’s behaviour in groups and the Written Handout 8.2 
behaviour of leaders in groups Exercise 8.1 
Discussion 
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3. Motivation Written Handout 8.3 
Exercise 8.2 Chalkboard 
Discussion 


TEACHING ACTIVITIES Time 


1. Distribute copies of Handout 8.1, and allow participants 15 minutesto 60 min. 
read it. Lead a discussion of leadership based on the information inthe 
handout. Point out that this handout was prepared by a Western 
management expert. Do the principles of authoritarian and 
participative leadership apply in India? Is it correct to encourage 
medical officers to use a participative style? Leadership style is 
sometimes a difficult topic to teach, because a supervisor needs to use 
more than one style to be an effective leader. He must adapt his style to 
Suit different staff members and different situations. A supervisor does 
not use a participative style in order to be a nice person. He does it to 
increase effectiveness. He can get some staff members to work better if 
he uses an authoritarian style; he can motivate other staff by using a 
Participative style; and few independent-minded and competent 
subordinates may respond best to a laissez-faire style. But a good 
leader is always interested in effectiveness (in getting a job done), and 
not in a particular leadership style. End the discussion by asking 
participants how they themselves would like to be supervised. Bring 
out the irony that most people like to supervise others using an 
authoritarian style, but like to be supervised by someone using a more 
participative style. (See suggested discussion material on leadership in 
Notes for the Trainer). 


2. Begin Exercise 8.1, How You Act in Groups. Distribute copies of 45 min. 
Handout 8.2, and allow participants 5-10 minutes to complete the 
questionnaire. Then, lead a discussion of the questions. Ask the 
participants to volunteer their opinions on appropriate behaviour for a 
team leader, for example, in Question 1, should the team leader be a 
good listener or a bad listener? Relate each question to a participative 
leadership style. 


3. Begin Exercise 8.2, What Motivates You To Do Good Work? Distribute 60 min. 
copies of Handout 8.3, and allow participants 10 minutes to complete 
the questionnaire. Distribute a blank questionnaire on motivation in 
the classroom. Ask ewch participant to tick the five items which 
he/she selected as most, likely to motivate. Tally the responses and 
write the results on the chalkboard (No. 1 will be the item ticked most 
often, No. 2 the second most often, etc.) Lead a discussion of the 
motivating factors. Point out that what motivates these participants 
will also motivate health assistants, health workers, and other staff. 
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Medical officers should remember these factors when they want to 
motivate their own staff. Define motivation; ask participants to 
volunteer their opinions on the characteristics of motivated workers 
and the causes of their motivation. Write responses on chalkboard. 
(See discussion material on motivation in Notes for the Trainer). 


. Summary and evaluation of learning in Module 8. Ask one participant 
to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 


15 min. 
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HANDOUT 8.1 


LEADERSHIP: 


A leader is a person who plans, organizes, makes decisions and influences people. He 
trains people, coordinates their work and motivates them to do their jobs well. A leader 
points the direction and others follow. They take an interest in people. Leaders are 
able to assess people’s abilities and help people develop new skills. 

Leaders are self-confident. They know their job and do it well. Therefore, they are 
not threatened by opinions that differ from their own. In fact, leaders welcome 
different opinions. They find it stimulating and helpful in seeing all sides of a problem. 

Leaders have a positive attitude toward people and toward their work. They 
continue working despite setbacks and disappointments. Leaders are always hopeful; 
they expect their efforts to lead to success. 


LEADERSHIP STYLES 


There is no single, correct way to be a leader. As a supervisor of a primary health 
centre, you must decide what leadership style should be used and when it should be 
used. You must know when to use an authoritarian approach, when to use a 
participative approach, and when to use laissez-faire approach. 


1. Authoritarian Style of Leadership: An authoritarian leader focuses only on the 
work to be done. He must plan the work and watch his staff closely while they are 
doing the work. He sets the objectives for the staff and then he pushes them to get 
their work done. 

The authoritarian leader assumes that he should give orders and the staff should 
obey them. He takes his decisions as the best ones. He assumes most people dislike 
work and must be told what to do. He feels that he must plan their work in detail and tell 
them when to do it. He believes his own procedures and vibra methods are best and 
that his staff should follow his example. 


2. Participative Style of Leadership: The leader of the participative or helping style 
wants his staff to participate in setting objectives for their work. He uses them for 
decisions, team planning and the team cooperation in getting work done. 
Consequently the staff take responsibility for the work and are committed to the work. 

The participative leader trusts his staff's abilities. He listens to their opinions and 
encourages them to contribute their ideas how to provide better health services. He 
always helps them improve their skills. He gives them more responsibility as their 
skills improve. He spends much of his time with his staff. He works with them to solve 
problems at the PHC and in the community. 

To the outsider, especially one who favours an authoritarian style, the participative 
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leader looks as though he is not doing much work. He is always consulting with his 
staff and encouraging them in their work, but he does not do the work himself. He does 
not use firm control and authority to lead his staff. He encourages them to speak up, 
and to give their opinions. The participative style has three advantages. First, the staff 
will feel they belong to a team, and therefore, will work harder. Second, the staff will 
be more motivated. They will accept decisions and carry out work with more 
commitment and enthusiasm. They will have self-confidence. Third, the quality of 
decisions will be improved because the ideas and experiences of the entire staff, 
rather than just that of the supervisor, will go into making decisions. 

The participative style is particularly effective for supervising staff in rural! areas. 
With direct contact limited to once a month or even less, the supervisor's goal ought to 
be to develop independent, self-reliant, and confident staff in the sub-centres whocan 
work without close supervision. In rural areas, not enough direct contact between 
sub-centre staff and supervisors occurs to make a highly authoritarian style possible, 
even if it were desirable. 


3. Laissez-Faire Style of Leadership: The laissez-faire leader is not really a leader at 
all. He has no interest in how the work is done, or even if the work is done. He leaves it 
to his subordinates to plan and organise their work as they like. A laissez-faire leader 
does not show any interest in subordinates, and his only wish is that subordinates do 
not bother him with their questions or problems. A laissez-faire leader will often 
announce targets or objectives, but he does not plan how to achieve these targets, nor 
does he evaluate to see if the targets are being met. 

A laissez-faire leader is a person who is reluctant to play the role ofa leader, or who 
altogether refuses to play that role. | 

You should understand one final point about leadérship styles. Supervisors tend to 
copy the leadership style of their supervisors. Large organisations such as 
government health departments often rely on an authoritarian style. Decisions are 
frequently made at Stateor district levels, and PHCs are encouraged to meet targets 
and follow the rules and regulations. Medical officers at PHCs tend to copy this 
authoritarian style, often, unconsciously, when dealing with their staff. Therefore, 
make a conscious effort to use a participative style, even though your own superiors 
may continue to use an authoritarian style with you. 
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HANDOUT 8.2 


HOW YOU ACT IN GROUPS 
QUESTIONNAIRE 


Instructions: Read each statement, then mark the place on the scale that describes the 
way you normally act in groups. Only you will see this worksheet. Give answers that 
describe how you act now, not how you would like to act. Keep this worksheet. 


1. How would you rate your ability to listen to others in an understanding way? 


0) 1 2 3 = 5 6 a 8 9 10 


Very bad Average Very 
listener listener good 
listener 


2. How would you rate your ability to change the ideas or actions of others in group? 


O | Nees 3 4 5 6 7 8 9 10 
No Average Very in- 
influence influence fluential 


3. How would you rate your desire to build on the ideas of others? 


0) 1 2 s - oe 6 7 8 9 10 
Never, or Sometimes Very 
very often 
seldom 


4. How would you rate your willingness to trust others? 


6) 1 2 3 4 5 6 7 8 9 10 
Distrust Average Open 
others and 

trusting 


5. How would you rate your willingness to be influenced by others? 


@) 1 2 3 4 5 6 7 8 9 10 
Unwilling Average Very 
willing 
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6. How would you rate your desire to run a group? 


ee 


@) 1 2 3 4 5 6 7 8 9 10 
Low Average High 
| let others | take 
control 


7. How would you rate your awareness of the feeling of others? 


0 1 2 3 4 5 6 7 8 9 10 
Unaware Average Fully 
or ignore aware 
them 


8. How would you rate your reaction to conflict and disputes in the group? 


0 1 2 3 4 5 6 7 8 9 10 
Avoid it Average Welcome 
or ignore it Think 
it argument 

can be 
helpful 


9. How would you rate your reaction to different opinions? 


0) 1 2 re} 4 5 6 7 8 9 10 
Become Average Welcome 
annoyed the 
or ignore challenge 
them 
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HANDOUT 8.3 


WHAT MOTIVATES YOU TO DO GOOD WORK 


QUESTIONNAIRE 


Instructions: Mark the five items in the list below which you believe are most important 
in motivating you to do your best work as a medical officer. 


Secure employment 

Appreciation and recognition of my work at PHC. 
Good salary 

‘Perks’ that go with the medical officer's position. 
Getting on well with my staff. 

Opportunity for promotion. 

Opportunity to do challenging work. 

Pension and other benefits. 

Being permitted to participate in decisions at district level that affect me. 
10. __ Short working hours. 

High social status enjoyed by medical officer. 


See at sen, se WOO 


Having written job description for my position. 
to. Large amount of freedom on the job. 
14. Having efficient and competent superiors. 
15. Knowing | will be disciplined if | do poor work. 
16. Working under close supervision 
t?. Active participation of community in health programmes 
18. Good local schools for my children 
19. Challenge of meeting targets given by DMO. 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1: DISCUSSION MATERIAL 


LEADERSHIP 


Leadership is Essential. \t is the sum total of everything a Supervisor does in the work 
environment. Leadership influences the reactions of the members of the work group. 
It affects the productivity of the supervisor and the group. For these reasons it is very 
difficult to separate out any single characteristic that may best describe leadership. A 
number of factors are involved in the ability to lead, including the following: 


a. Insight into human behaviour. 

b. Decision-making ability on a practical basis. 

c. Ability to plan, organise and direct efforts of others. 
d. Ability to relate to others on a face-to-face basis. 


When there is an objective to be attained or whenever a group is faced with an. 
emergency, there is an instictive search for leadership. It is vital that someone has the 
responsibility for the group. The leader must also have the authority, in addition tothe 
responsibility, to ensure that the group achieves the desired goal. 

Many scholars have written on the subject of leadership. The subject has stimulated 
the interest of leaders and other individuals throughout history. To aid in learning 
more about this subject, we will consider three aspects: 


i. Qualities of a leader 
ii. Patterns of leadership 
iii. Styles of leadership 


Qualities of a Leader 


Questions are often asked with regard to what one looks for in selecting leaders. And 
how best can leaders be trained? Most people realize that much is expected of an 
individual in a leadership role. Many character traits have been studied in an effort to 
determine the qualities that were common to the largest number of successful 
leaders. 

Research conducted by social scientists shows that (1) leadership is made up of a 
number of traits and that(2) there is no single type of personality that can be labelled 
as a leadership-type. The traits that were found among leaders were the same as are 
found among people in general. The leader, however, often has these traits to a more 
pronounced degree. But most leaders have the same basic traits as those they lead. 
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This permits them to easily understand the needs and desires of the group. The leader 
can inspire confidence, gain the group’s respect and obtain cooperation in reaching 
goals. The traits commonly observed in leaders include: 


Intelligence Emotional stability 
Self-confidence Enthusiasm 

Formal education Conceptual ability 
Adaptability Human relation skills 


It can be recognised from this list that leadership traits can be learned. 


Patterns of Leadership 


When put into a leadership position, most individuals will adopt one of four possible 
leadership patterns. These patterns are: 


1. Telling: the leader makes a plan, announces decision, and follows through. 

2. Selling: the leader makes a plan, but persuades subordinates to assist in 
implementing the plan. 

3. Consulting: the leader asks for help from subordinates in making the plan, 
tests essential parts of the plan with them, and is responsive to their inputs. 

4. Joining: the leader encourages the subordinates to begin making the plan, but 
joins with them later. 


Supervisors such as medical officers tend to do better when using the pattern of 
leadership that is more natural for them. However, they must realize that their 
subordinates have different personalities, and that the problems and situations that 
they face, call for a variety of leadership patterns. 

Social scientists suggest that effective supervisors use the leadership pattern that 
best fits a particular problems of a situation. A telling approach is called for in some 
situations, and will be effective when a less direct approach would not succeed. Most 
managers recognize that the consulting and joining patterns have many advantages 
over other methods. However, all four leadership patterns have their respective place. 


Styles of Leadership 


The supervisors’ actions and decisions are influenced by his assumptions about 
human nature. For example, Douglas McGregor’s Theory X assumes that: 


1. ‘The average person has an inherent dislike for work and will avoid it if he 
can. 


This assumption causes supervisors to emphasize productivity. The implication is 
that supervisors must somehow overcome the tendency of staff to find ways to keep 
away from working. 


2. ‘Because of this human characteristic of dislike of work, most people must be 
coerced, controlled, directed, threatened with punishment in order to get 
them to work.’ 
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The implication in this second assumption is that regardiess of a supervisor's 
approach, people will perform their duties only under Strictly controlled conditions. 


3. ‘The average person prefers to be directed, wishes to avoid responsibility, has 
relatively little ambition and above all wants security.’ 


The implication in this assumption is that supervisors should be authoritarian jn 
dealing with their staff. 

McGregor states that most policies and procedures in Organisations are based on 
Theory X-assumptions about human nature. But with the increase of knowledge and 
acceptance of the findings of social Scientists, it is necessary and appropriate to 
reassess the earlier assumptions concerning people and their behaviour in 
~ Organisations. 

In recent years management has become more concerned with people in 
organizations. Management is much more humanitarian. It has, in general, become 
more generous in its treatment of the employees. This is partly due to the fact that 
social scientists have acquireda great deal of knowledge about human behaviour, and 
this new knowledge provided the beginning for a new theory regarding people and 
how they work. McGregor’s Theory Y summarises this new approach by making these 
assumptions about human nature. 


1. ‘The expenditure of physical.and mental effort in work is as natural as play or 
rest.’ 


People, in general, do not dislike work. For many persons, work is a source of 
Satisfaction. 


2. ‘External control and the threat of punishment are not the only way to make 
people work. People will exercise self-direction and self-control to achieve 
objectives to which they are committed.’ 


3. ‘Commitment to objectives is determined by the rewards associated with their 
achievement.’ 


The implication is that the supervisor is faced with the challenge of meeting the 
needs of the individual for doing meaningful work and for resultant good performance. 


4. ‘The average person learns, under proper conditions, not only to accept but to 
seek responsibility.’ 


In many instances people who lack ambition or who try to escape responsibility, are 
responding to the effects of past experience, rather than exhibiting characteristics of 
people in general. 


5. ‘The capacity to solve work related problems is widely, not narrowly, 
distributed in the population.’ 


6. ‘Under the conditions of modern life, the intellectual capacity of the average 
person are only partially utilized.’ 
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McGregor has differentiated between Theory X and Theory Y. Theory Y recognizes 
the fact that people have the capacity to grow and to develop. People are a valuable 
resource, and supervisors should use the best means to bring out the full potential of 
their subordinates. The implication in Theory Y is that if workers are uncooperative, 
indifferent, or uncreative, management has then failed to provide the atmosphere 


needed for them to be productive. 


Summary of Authoritarian and Participative Attitudes 


Authoritarian Attitudes 
(Theory X) 


People do not like to work 


People work mostly for money. 


People do their work because 
they are afraid of losing 
their jobs. 


Many adults remain child like. 
They naturally depend on 
supervisors the way a child 
depends on his father. 


People need direction. They 

do not want to think for 
themselves. They need detailed 
instruction on what to do and 
how to do it. They are 

not interested in the overall result 
of their work. 


People need supervisors who 
will watch them closely, give 
them praise for good work, and 
punish them for poor work. 


People think only about 
their own selfish interests. 
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Participative Attitudes 
(Theory Y) 


People are naturally active. 
They like to work if they 
think the work is important. 


People look for many things 

in work: a chance to learn 
new skills, to make money, to 
achieve personal goals, and to 
help others. 


People do their work because 
they get satisfaction from 
doing a job well. 


People want adult responsibility 
and a feeling of doing something 
important. They like to control 
their own work. 


People know what is needed and 

can direct their own work. 

They need advice and assistance 

plus feedback how well they are 

doing. They want to know how their 
work contributes to the improvement of 
health in the community. 


People need to be respected 
by supervisors. Most people 
are responsible workers and 
do not need to be watched 
every moment. 


People think about community 
and national interests, as 

well as their own personal 
interests. 


People do not like to change. People get tired of doing the 
They like to do the same work. Same work. They like new experiences. 
People want to learn new skills. 


People need to be pushed to People work best when they are 
do their work. encouraged and helped, 
not pushed. 


TEACHING ACTIVITY 4: DISCUSSION MATERIAL 


MOTIVATION 


Whether through persuasion or coercion, participation or command, supervisors 
attempt to motivate workers. Some management specialists believe that motivation is 
the most challenging task for supervisors. 

Definition: Motivation is anything that causes a person to act, to change behaviour. 
Motivation may be positive (the carrot) or negative (the stick). Positive motivation 
Succeeds in more cases than negative motivation. Motivation is not manipulation. A 
motivated person actswillinglyand knowingly. There is no tickery. Social scientists tell 
us immediate feedback is a great motivator. 

Supervisors often think of motivating subordinates. Yet they have to motivate 
themselves, and realise that they (supervisors) have a motivating or demotivating 
effect on colleagues and seniors. Everyone is motivated in some situations. So, it is 
important to consider motivation at the time of selection and recruitment. Motivation 
is that process which gives behaviour a purpose and direction. In an organisational 
setting the main elements are goal congruence and effort. Goal congruence occurs 
when organisational goals are brought into line with goal of individual 
accomplishment and uniqueness. Having generated the individual commitment and 
enhanced responsibilities the possibility of causing and sustaining motivation 
amongst various levels of personnel becomes easier. 

Motivation is contagious; one motivated worker may spread motivation throughout 
a group. Motivation is not constant day after day, a person may be more motivated one 
time than at other times. Lack of motivation is almost always a symptom. A supervisor 
should try to diagnose and treat and cause and not attempt to treat the symptom. 
Motivation is individual. Every person is different and responds to different types of 
motivation. 


Characteristics of a Motivated Person 


Enthusiastic Confident 
Optimistic Self-directed 
Positive attitude Desire to succeed; works 


well with people. 
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Factors that Tend to Motivate 


Good working conditions Status and respect 

Good salary Accountability/Higher or new 
responsibilities 

Job security Good supervisors 
Promotions 
Praise and recognition 

Job satisfaction Participation in decisions; 


getting on well with other staff. 


Ways to Motivate Subordinates 


Health personnel have different personalities, different goals, and different work 
habits. Consequently, what motivates one staff member may not motivate another. As 
a supervisor, you will have to choose a combination of methods to motivate each of 
your subordinates. Experience will suggest which methods work best. 


1. Set a Good Example 


The best way to motivate subordinates !s to first motivate yourself. You are a role 
model for your staff. Maintain a positive attitude. Set high standards for yourself and 
live up to them. Ask for help when you need it and admit mistakes when you make 
them. This will encourage your staff to do the same. If a supervisor cannot set a good 
example by doing a good job, then he cannot expect his staff to do a good job. 


2. Develop and Maintain Good Personal Relations 


You must develop a personal relatioship with a subordinate before you can motivate 
him. To develop good personal relations, you must be friendly and communicate 
openly. Try to understand the attitudes and goals of your staff. Do not criticise 
subordinates unfairly and never criticise them behind their backs orin front of other 
members. Maintain a sense of humour. It helps to promote good relations. Avoid 
getting angry. Anger almost always makes matters worse. 


3. Place Subordinates Where They Can Work Best 


Success is perhaps the best motivator. After you get to know a subordinate you can 
assess his strengths and weaknesses, placehim in the job for which he is best suited. 
Subordinate is more likely to succeed and therefore more likely to be motivated 
working in a setting that takes advantage of his particular interests and skills. 


4. Use a Participative Style 


Encouraging subordinates to participate and get involved will motivate them to do a 
good job. Subordinates like to know what is going on. Share information with them. 
Use two-way communication and insist on feedback. When subordinates offer good 
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Suggestions, accept them. In some situations, and with some subordinates, you may 
use an authoritarian style. But most often a Participative style should be used because 
it is best for motivating the staff. 


5. Guide, Encourage, and S upport Subordinates 


To motivate your staff you must continually offer guidance, encouragement and 
Support. Guidance means working with subordinates to help them plan and evaluate 
their own work. Guidance also means letting subordinates know what you expect of 
them. People tend to act as others expect them to act. Therefore, it is essential that 
subordinates know what behaviour you expect from them. All staff members will need 
guidance in solving work problems. Some may need guidance in solving personal 
problems. Encouragement means helping and reassuring staff members, regardless 
of their type of problem. Support means providing subordinates with a Satisfactory 
work environment which includes the supplies and materials they need to do their 
jobs. 


6. Reward Good Work 


A positive way to motivate subordinates is to reward good work with praise. Praise isa 
powerful motivator. Do not hesitate to express your appreciation for the work your 
Staff is doing. Every one wants to feel his efforts are appreciated. Give praise 
frequently and informally to subordinates who are doing a good job. Praise is 
especially effective when given in front of PHC staff, because it increases the 
subordinate’s self-confidence. 


7. Build Team Spirit 


Your staff will be motivated to work harder if they feel they are part of a team. Make 
sure subordinates understand that they are members of ateam and that their jobs are 
important to the success of the team. Make them feel that work of providing health 
services is the responsibility of all health personnel in the district. Schedule regular 
staff meetings to build and maintain team spirit. 


8. Provide Continuing Education 


A continuing education programme will motivate your staff to improve their skills. Most 
people do not enjoy doing the same job in the same way over and over again. They 
need variety. Many subordinates will enjoy the challenge of learning new skills or 
taking on new responsibility. Your continuing education programme should provide the 
training that subordinates need to improve their existing skills and to learn new skills. 
When a subordinate can doa new task, delegate that responsibility to him. Continuing 
education will make your job a lot easier and motivate your staff to achieve maximum 
performance. 
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INTRODUCTION 


The purpose of this module is to impress upon medical officers that communication is 
the foundation of good management. The module emphasises practical 
communication rather than communication theory. Staff meetings are presented as 
one of the most common and useful methods of communication at the PHC level, anda 
role-play is used to demonstrate how to plan and conduct effective staff meetings. 

Almost everything a medical officer does in his role as manager to a PHC involves 
communication. If management is ‘getting things done through other people,’ then 
the primary skill required by managers is the ability to communicate with people. In 
fact, the successful application of all what medical officers learn during management 
training depends on their communication skills. 


OBJECTIVES 


The medical officer will be able to: 


1. describe one-way and two-way communication and the causes of 
communication problems; 

2. describe how to plan and conduct good staff meetings; 

3. demonstrate how to organise and conduct a proper staff meeting. 


DURATION: 3 hours (Classroom) 


Contents Teaching Teaching 
Methods Aids 
1. Definition of communication; description Lecture 
of one-way and two-way communication; dealing Discussion 


with Correspondence; listening as the key of good 
communication; problems in communications. 


2. Guidelines for conducting meetings; objectives Reading Handout 9.1 
of meetings; the agenda; the meeting Discussion 
room; ending a meeting. : 

3. Organising and conducting staff meetings. Role-Play 


Exercise 9.1 
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TEACHING ACTIVITIES 


1 


Lecture on communication. Emphasise the importance of 
communication for managers. Management is working through people 
to get a job done; therefore, good management depends on effective 
communication. Deal with correspondence and filing, retrieval of 
records is essential for managers (See suggested lecture material in 
Notes for the Trainer). 


. Distribute copies of Handout 9.1 and allow participants 10 minutes to 


read it. Lead a discussion on staff meetings based on information inthe 
handout. Ask participants to give examples of good and bad meetings 
which they have attended. Use these examples to illustrate the 
difference between good and bad meetings. (See suggested discussion 
material in Notes for the Trainer). 


- Begin Exercise 9.1, Conducting a Staff Meeting. Select eight 


participants to play the following roles: 


e Medical Officer 

e BEE 

@ Health Assistant (M)—2 persons 
e Health Assistant (F)—2 persons 
@ Sub-centre health worker (M) 

e Sub-centre health worker (F) 


Tell the participant playing the medical officer role to plan and 
conduct a staff meeting based on the guidelines in Handout 9.1. The 
medical officer will need to select topics for the agenda. Allow 10 
minutes preparation time, then begin the role-play. The other 
participants act as observers. Stop the role-play after 20 minutes. 


. Lead a discussiononthe role-play. How did the medical officer plan the 


agenda? Did he involve others? How did he conduct the meeting? Did he 
follow the guidelines in the Handout? How effective was the meeting? 
Ask participants to suggest ways that the meeting could have been 
more interesting and effective. 


. Summary and evaluation of learning in Module 9. Ask one participant 


to summarize what he/she learned in this module and how they plan to 
use it in their work. Comments from other participants and discussion 
should follow until the trainer is satisfied that the objectives of the 
module have been achieved. 
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Time 
60 min. 


45 min. 


30 min. 


30 min. 


15 min. 


HANDOUT 9.1 


STAFF MEETINGS 


Meetings, held regularly at primary health centre, are an important part of a medical 
officer's job. An agenda is used to structure a meeting, and the staff participation is a 
key indicator of the success. But the most important indicator is how well it prepares 
the staff to take action because the real work is done _ after the meeting . Here are 
some guidelines to help you plan and conduct good meetings at your PHC. 


OBJECTIVES OF MEETINGS 


1. 
Z. 


a: 
. The purpose of a meeting is to get something done, build enthusiasm, interest and 


Meetings are to share information and to make decisions. 

Know why you are meeting—what you want to accomplish—establish goals for the 
meeting. | 

Meetings should be interesting and exciting; and as short as possible. 


commitment. Staff should want to come back for the next meeting. 


. Staff come to meetings for a variety of needs—social, business, personal 


fulfilment, enjoyment. These needs must be met. 


AGENDA FOR MEETINGS 


¥. 


2. 


A written agenda helps everyone know the focus ofthe meeting, and each topic to 
be considered. 

It is impossible to talk about everything in one meeting. Limit the agenda to four or 
five main items. Decide what can realistically be covered inthe time available for 
the meeting. 


. Agenda should be prepared in advance with some thought given to how you will 


introduce and handle each item. Invite additions or changes in the agenda at the 
beginning of the meeting. 


. Determine in advance different roles for different staff. Try to arrange the agenda 


so that every staff member contributes something to the meeting. 


. Decide what is most important agenda item, and then structure the agenda 


around this item. 


. Distribute the agenda well in advance, if possible. If not, give staff time to study the 


agenda at the beginning of the meeting. 


THE MEETING ROOM 


1. 


Everyone should be able to see each other. Arrange chairs in a circle for informal 
meetings; seat staff around a table for more formal meetings. 
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a. 
3; 


The room should be free of outside distraction. 
The room should be large but not too large. Avoid meeting in a large room if the 
group is small. 


ENDING THE MEETING 


f: 


yg 
= 
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Before the meeting ends, make sure that the major concern of every staff member 
has been covered. 

Summarise the discussion, emphasising decisions made and action to be taken. 
Make arrangement for the minutes of the meeting to be prepared and distributed. 
Keep the minutes brief. 


. Follow up to make sure that the actions agreed upon are carried out. 


TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1: LECTURE MATERIAL 
COMMUNICTAION 


What is Communication? 


Communication is sharing ideas, or opinions with others. The important word is 
sharing. Communication is more than just giving instructions to others. It means 
mutual understanding between the sender and the receiver of a message. 

Every communication has three parts: 


the message 
the person who sends the message b: 
the person who receives the message 


Communication is a supervisor's most important tool. It is essential to every other 
supervisory skill. Good communication improves teamwork. 


One-Way Communication 


One-way communication goes only from the sender to the receiver. In one-way 
communication, a speaker believes what he says is right. 

One-way communication causes two major problems. First, the sender is never 
sure that the receiver understands the message. Second, the receiver resents always 
being told what to do. Authoritarian supervisors use one-way communication much of 
the time. They seldom ask questions to see if one really understands the message. 


Two-Way Communication 


Two-way communication goes back and forth between the sender and the receiver. Ina 
two-way communication, the receiver of a message actively participates in the 
communication. He listens to the message, he asks questions to be sure he 
understands, and he adds his own information, ideas, and opinions. This added 
information is feedback. Feedback distinguishes one-way communication from two- 
way communication. 

Two-way communication means that the sender and receiver work together to 
achieve understanding. It means an active role for the receiver, who has the 
responsibility to provide feedback to the sender. If the sender does not get good 
feedback, the two-way communication will not be effective. The advantages of two- 
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way communication are: first, the sender can be sure that the receiver understood 
his message. Second, the receiver provides feedback. Expressing feedback makes the 
receiver feel his ideas and opinions are important. Participative supervisors use two- 
way communication most of the time. In fact, two-way communication Is 
characteristic of a participative style, just as one-way communication is characteristic 
of authoritarian style. 


Two-way Communication 
Message 


Person Person 


sending receiving 
message message 


feedback 


Two-way communication requires more time and effort, but it is much more 
effective. Here are some guidelines for maintaining two-way communication: 


1. Communicate clearly 
Make your messages and conversations as clear and simple as possible. 
Communicate the important and essential information. 

2. Ask for feedback 
Ask for ideas, comments and suggestions. Insist on feeback in all 
communications. 

3. Listen actively 
Listen actively to ideas, comments and Suggestions. Try to understand the 
other persons’ point of view. 

4. Understand others'moods 
Be aware of a person’s mood and attitudes that may be affecting 
communication. 

5. Ask questions 
Ask questions to make sure that others understand your message and that 
you understand their message. 


Listening is the Key to Effective Communication 


In communication, listening is as important as speaking. Many supervisors spend too 
much time talking and not enough time listening. Or they listen without understanding 
because they make no effort to see the other person's point of view. The ability to listen 
carefully with understanding is a skill. This kind of listening requires concentration. It 
is often called active listening. Active listening requires a supervisor's full attention. 
Active listening by a supervisor often has the effect of encouraging better listening by 
subordinates which leads to make effective communication. Active listening is an 
essential part of leadership, a participative style, and team building. Active listening, 
like any skill, improves with practice. 
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Effective communication depends on two-way communication. Two-way 


communication depends on active listening. Therefore, active listening is called the 
secret of effective communication. 


Problems in Communication 


is 


2: 


Inaccurate or incomplete messages 

Sometimes a message is confusing because the information is wrong or mixed up. 
Age or social barriers 

Two-way communication may be difficult when the sender and receiver have a 
very different status. 


. Filtering 


People have biases. They see things from different points of view. Sometimes 
these biases or filters, interfere with communication. Supervisors must be aware 
of their own biases and always try to see the other person’s point of view , but you 
must at least understand it. 


. Leaving someone out of a communication 


Sometimes a person is left out of a discussion or a meeting that affects his work. 
He misses an important message, and his work suffers. 


. Lack of acceptance 


Sometimes a person simply refuses to communicate. He hears only what he 
wants to hear. Perhaps he does not trust the sender, or he is in a bad mood. 
Perhaps he does not agree with the message. 


. Inattention 


Some people do not pay attention to messages. They do not read instruction 
carefully. They do not listen carefully. 


. Poor memory 


A person may communicate a message well, but the receiver may forget it. 


. Information overload 


When a person is given too much information, he may forget some of it. A 
Supervisor who wants to communicate effectively must be carefut to keep the 
message simple. Do not include unnecessary details that may confuse the person 
receiving the message. 


CORRESPONDENCE AND FILING 


Receipt, Diarisation and Distribution of Dak 


All the dak received /.e. every type of written communication such as letter, telegram, 
savingram, inter-departmental note, file, which is received by post or otherwise, 
should be diarised in the diary register which may be maintained for this purpose and 
should be given diary number /.e. Sr. No. assigned to receipt in the diary followed by 
the year and the date of diarisation. Urgent dak may be separated from other dak and 
dealt with first. Wherever necessary, the medical officer while marking the dak may 
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give the directions for the course of action or the reply which may be sent. Urgent dak 
may be distributed as and when received. Other dak may be distributed at suitable 
intervals at 11.00 AM, 2.00 PM and4.00 PM. The dak received should be submitted to 
the medical officer in a pad conspicuously labelled as ‘receipt pad’ so that the same 
may receive his prompt attention. 


Indexing 


Indexing in relation to a file means indicating its title under appropriate catch words 
arranged in their alphabetical order with a view to facilitate its location in the event of 
need. To facilitate processing of cases, the following records for important subjects 
dealt with may be maintained: (1) standing guard files, (2) standing notes, (3) 
precedents book,(4) standards process sheets (repetitive items of work only),and (5) 
reference files containing copies of circulars etc. Papers required to be filed will be 
punched on the left hand top corner and tagged on to the appropriate part of the file w/z 
notes, correspondence, etc. in chronological order from left to right, the latest being at 
the bottom. Normally each part of the file will be placed in a separate file cover. Every 
page in each part of the file viz. notes, correspondence etc., will be consecutively 
numbered in separate series in pencil. Blank intervening pages, if any, will not be 
numbered. While despatching the files wherever necessary, the urgency grading 
such as immediate, priority etc., may be used. 


Correspondence 


The replies sent should carry the message sought to be conveyed ina language thatis 
clear, concise and incapable of misinterpretation. Lengthy sentences, abruptness, 
redundancy, superlative and repetition whether of words, observations or ideas, 
should be avoided. The replies sent should bear file numbers, date and specify 
enclosures, if any. Important communications should be sent by registered post or 
under postal certificate, as may be appropriate. The name, designation and the 
telephone number of the officer, over whose signature the communication is to issue, 
should be indicated on the letter. The fair letters should be sent to the despatcher for 
issue who will affix the stamp ‘Issued’ and maintain the necessary records for the 
same and return the office copy. The office copy should be filed with a serial number in 
the concerned file and the same may be recorded on the note side. 


Filing System 


A proper filing system is essential for convenient identification, sorting, storage and 
retrieval of papers. For this purpose, a ‘file register’ should be maintained. It should 
contain serial number and main subject headings concerning the activities of the PHC. 
The main subject headings will bear consecutive serial numbers. Every file will be 
assigned a file number which will consist of: 


(a) the serial number allotted to the main subject heading; 
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(b) the serial number of the file opened during the year under the main Subject 
head; 

(c) the year of opening the file (last two digits only); and 

(d) an abbreviated symbol identifying the PHC. 


The movement of files will be entered in the movement register, maintained for this 
purpose. The movement register will indicate the officer to whom the file has been 
sent and the date on which it is sent. On its return, the same procedure will be 
followed. 

The files shold be kept subject-wise and year-wise so that they could be retrieved 
easily, as and when needed. 

If a file becomes bulky during the year, Volume-ll of the file with the same file 
number and subject heading should be opened. 


Review and Weeding of Records 


No file other than temporary files will be weeded out without first reviewing its 
contents. The records should be weeded out as per instructions of the State government 
on the subject. 


TEACHING ACTIVITY 2: DISCUSSION MATERIAL 
STAFF MEETINGS 


Objectives of Staff Meeting 


The staff meeting is one of the common ways to improve workers’ performance. It is 
generally called by supervisors responsible for getting the work done through a group 
of individuals placed under them. 

Staff meetings are held for different reasons. A staff meeting may be called for 
giving staff members certain information, explaining certain points; solving problems 
arising out of the day-to-day work situation; and giving instructions about a new skill 
which may need detailed explanation and demonstration. Thus, a staff meeting is not 
always a single purpose meeting, and the supervisor who calls it must be aware of the 
variety of objectives. 

Perhaps the most important reason for defining the objectives of staff meeting 
clearly is to help determine the nature of the discussion /.e.. whether the meeting is 
going to be informational or problem-solving. The objectives determine the role of the 
supervisor as a leader in conducting the meeting. 


Need for Staff Meeting 


One of the basic things for decision-making is the definition of a problem. Often 
meetings are held without much preparation. During the interval between two 
scheduled meetings, not much effort is made to collect information and ideas needed 
to develop the agenda for the coming meeting. Consequently, scheduled meetings are 
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held in a routine and repetitive way and staff members find them dull. 

A staff meeting is not an end in itself. Before deciding to call a staff meeting the 
supervisor should ask himself this question: ‘why do | believe that a meeting is the 
best way to achieve my objective.’ If he answers this question adequately and 


objectively, half of the planning for a meeting is done. 
Preparation of the Agenda 


The agenda for the meeting should be prepared and circulated to all the members 
sufficiently in advance so that the staff members can come prepared to the meeting 
and contribute to the achievement of the objectives. It is essential that both the 
Supervisors and staff members stick to the agenda, including starting and ending the 
meeting on time. 


Methods of the Staff Meetings 


Staff meetings generally have a combination of items of information, explanation and 
instructions as well as problems to be solved and decisions to be reached. If the 
Supervisor is required to present some information, his presentation should be 
effective enough to stimulate the thinking of the groups. 


Prepare an Outline for Conducting Meeting 


An outline for conducting the meeting should be prepared. This outline is the 
Supervisor's main points he wishes to make regarding each item on the agenda, the 
way he intends posing questions during the meeting, and the methods and techniques 
he plans to use during each phase of the meeting. The supervisor should be however, 
willing to make adjustments as the meeting unfolds. 


Staff Members Participation in Meetings 


Staff members should also make preparations. They should study the agenda and 
note carefully the objectives to be accomplished. They should think about the agenda 
items in terms of their own experience, and plan to share them during the meeting. 
They should feel free to make suggestions and state opinions about items under 
discussion. They should attempt to relate their ideas to those of others and adapt to the 
progress of the meeting. 


Reasons Why Staff do not like to Attend Meeing 


a. Poor leadership. The chairman fails to keep the discussion on the subject, 
and to keep the meeting moving in the right direction. 

b. Objectives of the meeting are unclear. No agenda. members are not sure what 
they are trying to accomplish. 

c. Decisions not taken seriously. There is never any follow up of decisions taken 
in meetings. 
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. Waste of time. Agenda not prepared and the discussions are unproductive, 
with no conclusions or decisions made. 


. One-way communication. One person, or small group of persons dominates 
the meeting and others do not participate. 


. Agenda full of unimportant and irrelevant topics. 
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MODULE 10 


Community Participation 


INTRODUCTION 


This module seeks to increase medical officer's awareness of the principles and 
methods of community participation in health programmes. The module includes a 
field exercise during which the medical officers assess the quantity and quality of 
community participation in several local health projects. They then pool the 
information to make a list of factors which tend to motivate community participation. 

Community participation is a vast topic and this module only touches on the subject. 
But management training would not be complete without directing participants’ 
attention to the greatest health resource at the PHC level—the community. To achieve 
the primary health care goal of HFA/2000, active and sustained community 
participation is essential. The medical officers primary management responsibilities 
are to foster such participation in all communities in his area. 


OBJECTIVES 
The medical officer will be able to: 


1. explain the concept of community participation and why it is an essential part 
of the primary health care approach; 
12. assess the quality and quantity of community participation in a health project; 
3. list factors which motivate a community to participate in health programmes. 


DURATION: 4 hours (Classroom) 
3 hours (Fieldwork) 


Contents Teaching Teaching 
Methods Aids 
1. Definition of community; principles of Lecture 
community organisation; steps in Discussion 


working with communities: role of health 
personnel in community organisation; 
role of community participation in 
primary health care. 


2. Indicators measuring the quantity and Field Handout 10.1 
quality of community participation. Exercise 10.1 
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3. Factors motivating communities to Presentations Chalkboard 


participate in health programmes. by participants, 
Discussion 
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TEACHING ACTIVITIES Time 


1. Lecture on community organisation and community participation. 60 min. 
Include a mixture of theory and practical examples of community 
participation in health projects. Use examples from India such as: 


— Jamkhed Project 

— Kas Project (Bombay 1974) 

— Kamanves Slum Project (1978) 

— Parivar Pragati Mandal Projects (Trans-Jamuna Area) 
— Athor Project (Madras) 

— Community Action in Family Planning (Karnataka) 


Encourage participants to share their own knowledge of health projects 
with active community participation. (See suggested lecture material in 
Notes for the Trainer and also refer Community Participation in Primary 
Health Care. Technical Paper 6, National Institute of Health and Family 
Welfare, New Delhi). 


2. Begin Exercise 10.1, assessing community participation in a health 60 min. 
project. Distribute copies of Handout 10.1. Divide the participants into 
small groups, and assign a local health project to each group. Allow 
groups one hour to plan how they will carry out the assessment of 
community participation in the health project they have been assigned. 
Tell participants to use Handout 10.1 as a guide, but encourage them to 
plan their own assessment. 


3. Arrange field visits to the health projects. Participants carry out their 3 hrs. 
assessment of the quantity and quality of community participation in 
the project. It is suggested that small projects are used for this exercise, 
because the time available is short. Arrange the field visits for a time of 
day when community members will be available to talk with the 
participants. 


4.Return to the training centre and reassemble the class. Ask 45 min. 
participants to divide into their groups. Tell each group based on the 
field visit, to make a list of the factors that motivate communities to 
participate in health programmes. To make a good list, the groups will 
have to analyze the information they collected and then decide on the 
factors that seem to motivate community participation. 


5. Reassemble the class and ask one group to write its list on the 60 min. 
chalkboard. Other groups may add to the list until a comprehensive list 
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of motivating factors is on the chalkboard. Discuss each factor. 


6. Summary and evaluation of learning in Module 10. Ask one participant 15 min. 
to Summarise what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 
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Instructions : 


HANDOUT 10.1 


WORKSHEET FOR EXERCISE 10.1 
ASSESSING COMMUNITY PARTICIPATION IN A 
HEALTH PROJECT 


Your group has been given the task of assessing the community 


participation in a health project. Your group should assess both the quantity and 
quality of the community participation in various aspects of the project. Decide how 
your group is going to assess the community participation; assign specific 
responsibilities to individual group members. Adapt this worksheet to suit the needs 
of the group and your own needs for collecting information during the field visit. 


ASPECTS OF THE HEALTH PROJECT 


1 identification of health needs in the community: 


2 Planning the project: 


— discussion with government and community 


3 Resources mobilised for project: 


4 Selection of project staff: 


by the people themselves 
by community leaders 

by community and outsiders 
by outsiders 


open discussion with entire community 
discussion with community leaders 


project imposed from outside 


by the community only 

by community, with some from outside 
by outsiders, with some from community 
by outsiders only 


by community according to own criteria 

by community according to outside criteria 
selection of community members by outsiders 
selection of outsiders by outsiders 


5 Project implementation: 


under community control (especially finances and 
supplies) 

under community supervision 

with community involvement, but outside control 
under outside control 


6 Monitoring and evaluation: 


by.the community 

outside evaluation reported to community 
outside evaluation not reported to community 
no evaluation 


QUANTITY OF QUALITY OF 
COMMUNITY COMMUNITY 
PARTICIPATION PARTICIPATION 


HANDOUT 10.2 


COMMUNITY PARTICIPATION IN PRIMARY HEALTH CARE 


CONTENTS 


PRIMARY HEALTRH CARE 


Components of primary health care 
Supportive activities needed for primary health care 


COMMUNITY PARTICIPATION 


Introduction and definition 
Rationale and advantages 


ROLE AND SCOPE OF COMMUNITY PARTICIPATION IN PRIMARY HEALTH CARE 


Educating people about health matters 
Promoting food supply and proper nutrition 
Supply of safe water and basic sanitation measures 
Maternal child health care 
Maternal care 
Infant care 
Care of young children 
Family planning 
Prevention and control of locally endemic diseases 
Appropriate treatment of common disease and injuries 
Provision of essential drug 
Organisation of referral service support 


COMPLEMENTARY DEVELOPMENTAL ACTIVITIES AND INTERSECTORAL COORDINATION 


DIMENSIONS OF COMMUNITY PARTICIPATION 
OBSERVED PATTERN OF EFFECTIVE COMMUNITY PARTICIPATION 


Strong national commitment with high degree of decentralisation 
Mobilisation of community resources 

Strong local participatory institutions and intersectoral activities 
Problems of multiplying the impacts of small scale project 


OBSTACLES TO COMMUNITY PARTICIPATION 


Diverse interests and priorities due to social stratification 

Resistance to decentralization and distribution of benefits 

Failure to reorient entire health services to primary health care approach 

Difficulty in mobilising uninvolved population problems of maintaining sustained efforts 
The problems of maintaining sustained efforts 


OPERATIONALISING PARTICIPATORY APPROACH : STEPS AND MECHANISM 


Studying the community setting 
Sensitising and reorientation of health functionaries 
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Sensitising and orienting the community 

Framing or setting of the objectives for primary health care 
Resource generation and utilisation 

Developing a system for implementation, monitoring and evaluation 


REFERENCES 


PRIMARY HEALTH CARE 


According to the Alma Ata declaration of 1978, citizens of the world should be given 
every opportunity to attain by 2000 AD a minimum level of health that would permit 
them to lead an economically productive and socially useful life. India is a signatory to 
this declaration and is committed to its fulfilment. According to the definition of WHO, 
health is not merely an absence of disease or infirmity, but a state of complete 
physical, mental and social well being. Health for all is to be achieved through primary 
health care approach. 

The primary health care has been defined as an essential health care, and it is to be 
based on practical, scientifically sound and socially acceptable methods and 
technology. It should be made universally accessible to the individuals and the family 
in the community through their full participation, in a spirit of self-reliance and self- 
determination. The emphasis should be on preventive and promotive aspects of 
health, well-integrated with curative, rehabilitative and environmental measures. 
There should be an equitable distribution of health resources, those in severely need 
should get preferential allocation. The health system should cover all population. 

Primary health care has to be an integral part of the country’s health system. It 
should be the main agent for delivering health care to the people. It is the first level of 
contact of the individuals, the family and the community with the national health 
system bringing health care as close as possible to where people live and work. This 
constitutes the first element of the continuing health care process and this should 
receive constant encouragement and support from the health system in the form of 
counselling and effective referral support services. The concept of primary health care 
has to become the driving force behind laying down the policy and the formulation of 
Strategy and plan of actions. 


Components of Primary Health Care 


The Alma Ata Declaration stated that the following components should be included in 
Primary Health Care: 


1. Awareness of the people about prevailing health problems and methods of 
preventing and controlling them. 

. Promotion of food supply and proper nutrition. 

. Adequate supply of safe water and basic sanitation. 

. Maternal and child health care and family planning. 

Immunisation against major infectious diseases. 

Prevention and control of locally endemic diseases. 
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7. Appropriate treatment of common diseases and injuries. 
8. Provision of essential drugs. 


Supportive activities needed for primary health care 


The WHO has identified a number of supportive activities for successful 
implementation of primary health care. These are enumerated below: 


Community involvement and participation. 

Inter and intra-sectoral coordination. 

Provision of effective referral support. 

Development and mobilization of resources. 

Involvement of managerial processes. 

Medical and health services research including innovative approaches. 
Development and application of appropriate technology. 

Health manpower development. 
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COMMUNITY PARTICIPATION 


Introduction and definition 


A clear understanding of community participation in health care programme and its 
various aspects is necessary for successful implementation of the programme. A 
community may vary from a small cluster of families with common needs and 
interests to larger groups joined together by occupation, class, caste and religion in a 
geographic unity as in a village or urban neighbourhood. The community structure can 
both be formal and non-formal. The non-formal ones are not rigidly structured. 


On various views about the community participation 


There appears to be hardly any agreement on various views about the community 
participation. Nevertheless, one comprehensive and widely acceptable definition may 
be as follows: ‘Community participation is an educational and empowering process 
in which the people, in partnership with those able to assist them, identify problems 
and needs and increasingly assume responsibilities themselves to plan, manage, 
control and assess the collective actions that are proved necessary.’ 

Ideally, true or active participation means that the people should be knowledgeable 
about their own health problems, they should identify the needs, draw out plans of 
actions according to the priority and the resources available, organise and implement 
programmes; monitor and control the progress, periodically evaluate for getting the 
feedback; and do the programming. However, under poor social and economic 
conditions, it may be hardto expect spontaneous participation from the people. People 
have to be mobilised and encouraged to take greater interest and responsibilities for 
the maintenance of their own health. Initially, there may be passive involvement 
which has to be gradually and progressively made more active participation. 
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Rationale and advantages 


1. A group of people belonging to the same entity and having a common perception 
of collective needs and priorities, and ability to assume responsibilities for decisions 
made within the community can play an important role in community participation. 
2. Experiences within the country and also from different parts of the world have 
clearly demonstrated that community participation can significantly contribute 
toward bringing about development in general and health development in particular. 
3. It increases understanding of the user-perspective in the management of health. 
The members chosen by the community are appropriately trained. They act as 
frontline workers in direct contact with the beneficiaries. The participation of the 
community also renders the services more accessible and acceptable to the people. 
4. It promotes and strengthens self-reliance in matters of delivery of health services. 
The community can mobilize human, financial and material resources to supplement 
the extra-community resources being provided by the governmental or non- 
governmental agencies and can thus reduce its dependence on bureaucratic 
structures. Participation also develops a sense of responsibility for the health care 
programme. 

5. Since the indigenous knowledge and local resources are utilised, it can bring 
down the cost of health care. 

6. For the organisation of the preventive and promotive aspects of primary health 
care, people in the community are the main actors. 

7. Various non-health sectors contribute significantly to health development. The 
integration and coordination of different sectoral activities necessary for making an 
adequate and sustained impact on health can be brought about only at the community 
level through community actions and organization. Community participation in health 
also serves as a catalyst for further developmental efforts. 


ROLE AND SCOPE OF COMMUNITY PARTICIPATION IN PRIMARY HEALTH 
CARE 


Educating people about health matters 


Appropriate educational programmes are to be organised for different groups of 
people. Health education to the community should be a prime function of the health 
workers and village level functionaries. In this endeavour, functionaries of other 
sectors such as social and women’s welfare, education, agriculture and animal 
husbandry, panchayats and voluntary agencies like mahila mandals and youth clubs 
can contribute very significantly. Health education in schools and adult education 
sessions should incorporate various health problems. The members of the 
community, both individually and collectively can play a very important role in the 
promotion of these activities. 


Promoting food supply and proper nutrition 
The poor, nutritional status of the people particularly of the pregnant and nursing 
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mothers, and the infants and children can be Substantially improved by organising and 
conducting nutrition education programmes in the community and in the schools; by 
encouraging people to make kitchen gardens and community gardens; and by 
educating the people on food hygiene. Steps also need ta be taken to encourage 
growing locally more foods such as cereals, pulses, vegetables, fruits, milk, fish and 
poultry products through cooperative and other efforts so as to make these easily 
accessible and affordable to the people. Simultaneously, the purchasing capacity of 
the families might be improved through a variety of income generating schemes. In 
addition, for the moderately and severely malnourished groups, special nutrition 
programmes are to be organised. 

In these endeavours, functionaries from other sectors such as agriculture, animal 
husbandry, irrigation, banks and cooperatives, social and women’s welfare, 
panchayat, voluntary organizations and other community groups can play a very 
significant role. 


Supply of safe water and basic sanitation measures 


Systematic approach should be made to Survey and identify resources of safe water 
and to carry out analysis of water. Arrangements should be made for regular 
purification of water through chlorination etc., before using for drinking and other 
household purposes. People at all levels, including village leaders, women and schoo! 
children should be educated on continuous basis about the importance of proper 
maintenance of water and the use of safe water. Observation of personal hygienic 
practices should be emphasised. 

It would be important to organise the people and resources for constructing 
household and community latrines, and making arrangements for collection and 
disposal of human and animal wastes. Proper and imaginative disposal of waste water 
is also very important. Construction of composting facilities, soakage pits and the use 
of some of the waste resources in kitchen gardens would be helpful. Proper 
educational programmes on all these aspects for the children, youths and adults and 
the mothers should be organised in a systematic manner. 

In these programmes cooperation of the workers of other sectors such as irrigation, 
engineering department, village industries, agriculture, education, social and 
women’s welfare, panchayats and cooperatives would be most vital. Active 
community participation in organising all the above activities and programmes would 
be the key to success. 


Maternal and child health care 


Maternal care 


Systematic efforts are to be made to increase progressively antenatal registration and 
care of pregnant women from the present level of 35 per cent to 100 per cent. It is also 
to be ensured that all deliveries are conducted under aseptic conditions by trained 
health personnel /.e. the traditional birth attendants (da/s) or female multipurpose 
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workers. Pregnant and nursing mothers should get prophylactically two tothree doses 
of tetanus toxoid, and iron and folic acid supplement for nutritional anaemia. During 
postnatal check-ups, mothers are to be educated on breast feeding, growth 
monitoring, proper weaning practices and immunization of the child; andon personal 
hygiene, proper diet and family planning. For proper implementation of these 
programmes people are to be educated and utilized for active involvement. 


Infant care 


Effective intervention by the properly trained dais and female health workers and 
health assistants adopting a high-risk approach would be important. Proper facilities 
for referrals to the secondary and tertiary levels are also to be developed and 
organised. People’s awareness and orientation about the problems and their genuine 
interest and efforts in solving them would go a iong way, in improving infant care and 
in decreasing the mortality and morbidity among the infants. 


Care of young children 


For curing malnutrition in pre-school children the strategy would be: (a) to provide 
nutrition education to mothers; (b) to detect cases of malnutrition and to grade them; 
(c) to rehabilitate grades | and II by supplementary feeding from home resources; (d) 
supplementary feeding of grade Ill cases at sub-centres; and (e) referral of grade Ill 
cases with diarrhoea or infection to secondary level of care. 

For fighting against infant mortality the strategy should be: (a) to educate the 
mothers on how to prevent and treat diarrhoeal and respiratory diseases; (b) to train 
the health functionaries about how to recognise and treat these disorders and to judge 
which patients should be referred to higher levels of health services; (c) to create 
facilities for seccndary level care of referred cases; and(d) to provide drugs, ORS and 
other supportive measures. 

All children preferably at the age of under one year must be immunized against 
tuberculosis, poliomyelitis, diphtheria, whooping cough and measles (where feasible). 

For all these activities the people have to be educated and their involvement in 
community welfare and activities are to be promoted. People must recognise that 
health programmes are in their own interest and they should take part in the 
implementation and monitoring of these programmes. 


Family planning 


The acceptance and continued use of contraceptives are influenced by several factors 
such as the method of contraception, including its advantages and disadvantages, 
individual and social acceptability, provider's knowledge, skill and attitude; effective 
communication, motivation and counselling; the nature and quality of delivery 
services including supply logistics and follow-up care and the cost. 

Small family norm has to become a way of life; for this purpose, organisation of 
population education inthe schools and colleges, for the out-of-school youths and in 
adult education programmes would be most vital. 
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There is an increasing evidence that programmes based on the participation of the 
people have drawn much better response. Much larger percentage of eligible couples 
accept even terminal methods of contraception and persons Opposed to the 
programme are fewer. It is evident that people do participate in family planning 
whenever they are mobilised by an agency or organisation close to them. Therefore, 
there is a need for conscious and deliberate mobilisation of the people for promotion of 
family planning. 


Prevention and control of locally endemic diseases 


Some endemic diseases and disorders in the country are knownto have caused major 
public health problems. With differences in degree of prevalence and geographic 
distribution, the major diseases are tuberculosis, leprosy, malaria, filaria, iodine- 
deficiency goitre, blindness, diarrhoeal diseases, particularly among the infants, 
rabies, guinea-worm infestation, and others. Several national programmes are 
simultaneously in operation for their eradication or control. The health functionaries 
are to be trained for their early detection and treatment, and the services and follow- 
up Care are to be organised. People’s Participation is to be promoted in implementing 
measures for prevention, early diagnosis and proper treatment of these diseases. 

Diseases like leprosy and tuberculosis continue to be associated with high degree of 
ignorance, prejudice and social Stigma. These can be removed only with proper 
education of the people and with their full cooperation. 


Appropriate treatment of common diseases and injuries 


People need to be educated about the availability of local remedies and other facilities 
to meet these needs. Other sectors such as education, social and women’s welfare, 
panchayats, voluntary organisations and other community level institutions can play 
an important role in educating the people, the school teachers etc. and in the 
mobilisation of resources. 


Provision of essential drugs 


Utilisation of locally available remedies and use of indigenous system of medicines 
should be considered. Considering the financial constraints from the Government 
sources, community's participation through cooperative fu nding etc. may be explored. 


Organisation of referral services support 


_For the success of primary health care one of the essential requisites will be 
development of proper referral Support. This has to be built in a systematic manner, 
_ and the following.issues would need careful attention: (a) establishment of network of 
institutions, (b) development of appropriate record system, (c) identification of referred 
cases and provision of priority attention to them, (d) transportation of patients, (e) 
building teams and movement of specialists, (f) providing Support for services, (g) 
involvement of private practitioners and voluntary agencies. 
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For proper implementation of the referral services, support programmes, proper 
orientation, involvement and cooperation of the community would be most vital. 


COMPLIMENTARY DEVELOPMENTAL ACTIVITIES AND INTERSECTORAL 
COORDINATION 


Health and family welfare programme cannot be implemented in isolation of other 
development programmes. The activities of other sectors directly as well as indirectly 
influence health development. Therefore, primary health care has to become a part of 
the overall socio-economic development process. It demands coordinated and 
simultaneous efforts being made in such sector as agriculture, irrigation, animal 
husbandry, education, social and women’s welfare, housing and public works, 
communication, rural development, cooperatives, industries, panchayats and 
voluntary organisations, etc. At present, extension workers and functionaries of these 
sectors/ departments are operating in the field without any linkages or coordination 
among themselves. Often the health personnel are not aware of various projects and 
schemes under other sectors of development which have relevance to health. 

For mobilization of resources and cooperation of other sectors towards promotion of 
health, alertness, initiative, persistent efforts and pursuation of the community would 
be crucial. 


DIMENSIONS OF COMMUNITY PARTICIPATION 


Available experiences suggest variety of ways in which a community may be 
involved: 


1. The services may be organised with wide and easy access of the people to the 
services provided. 

2. The community may contribute to the operation and maintenance of services. 

3. The community's participation may be in planning and management of 
services. 

4. The community may make inputs into overall policies, stratgegies, and work 
plan of the programme. 

5. The community may help in overcoming factionalism and interest conflicts in 
the community, and promote emergence of a cohesive group capable of 
engaging in cooperative efforts for the benefit of all. 


OBSERVED PATTERNS OF EFFECTIVE COMMUNITY PARTICIPATION 


1. Strong national commitment with high degree of decentralisation 


The presence of strong national commitment to meeting the people's needs, with high 
degree of decentralisation of the planning, management and operational decisions to 
regional and community levels, ensures strong community involvement, as observed 
in many socialist countries. In the absence of such an overriding national 
commitment, genuine community involvement can be generally found only in small 
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scale programmes, in specific locations, guided by highly dedicated individuals with 
charismatic leadership quality. 


2. Mobilisation of community resources 


A part of the community's financial and human resources which may, otherwise 
be unused such as, the enthusiasm and the energy of the youth and women for 
community action, can be mobilised towards health programme. 

Communities with institutional Structures such as a local body or council, a 
cooperative etc., can find it easier to mobilise resources for the community purpose 
than thase relying on individual and voluntary contributions. 

In some voluntary projects small regular contributions by rural families have served 
as a kindof ‘group insurance schemes’ and have covered upto 50 per cent of the total 
cost of primary health care in the community. Such an approach may bring out a 
radical improvement in the quality and coverage of health care of rural people. 


= Eee trong local participatory institutions and inter-sectoral activities 


(a) Community participation may be seen in various dimensions in Situations where 
local organizations have wider developmental responsibilities, rather than one or 
more aspects of health care alone—though special local committees or groups may be 
formed for health related activities under the aegis of the parent organization. 

(b) Many small scale non-governmental programmes might have started with 
health focus, but soon expanded the Scope of activities into agricultural production, 
basic education, women’s programme etc. Thus, the inter-relationship between 
health and other basic needs becomes obvious. 


4. Problems of multiplying the impacts of small scale projects 


(a) In many developing countries including India, the non-governmental 
organisations (NGOs) have played an important role in initiating or introducing 
participatory processes and in establishing institutions in the context of their own 
health care and rural development programmes. However, their impacts are usually 
limited because the favourable political and economic Structures to sustain national 
efforts to pursue the primary health care Strategy, in conjunction with the basic-needs- 
oriented national developmental policy, are absent. 

(b) For such successful developments, the role of dedicated and able leadership 
becomes invariably crucial. Also, there is the problem of transferring the lessons of 
successful experience to the large scale public programmes and multiplying the 
impact of these programmes. 

(c) Nevertheless, small scale programmes, despite their small sizes, have 
succeeded in making in bringing about an increased level of awareness, and in 
demonstrating the potentialities of the community based primary health care 
approach. 
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OBSTACLES TO COMMUNITY PARTICIPATION 


1. Diverse interests and priorities due to social stratification 


(a) There is often lack of group cohesion and similarity of interests and perceptions to 
behave as a homogenous group of community. 

(b) There is highly uneven access of the people to productive resources in the 
community such as land, water, capital etc. Furthermore, the traditional social 
stratification and separation based on caste, ethnic origin religion, sex, etc. often act 
as barriers. 

(c) The political and economic institutions and practices reinforce the existing 
privilege groups or create new privilege groups. 

(d) Even the selection of health workers from the community may pose a serious 
problem, if the innovation calls for democratic participation by all people. 

(e) The interests, priorities and perceptions of the problems of different interest 
groups in a village may not be similar and may be in serious conflict. 

(f) Because of highly unequal social and economic relationships among the people, 
creation of community spirit, articulation of community aspirations and people's 
participation in planning and management of community programmes can progress 
faulteringly and in limited ways. 

(g) Even in the cases of available successful examples of community participation 
where barriers have not been removed by broad national policy framing, the 
community participation may merely mean giving vocal support to the local 
influentials and getting a small share of the services and benefits by the weakest and 
neediest. 


2. Resistance to decentralization and distribution of benefits 


Inspite of accepted general principles of primary health care and community 
participation, the traditional bureaucratic machinery often stand in the way of their 
translation into concrete actions. There is unwillingness to decentralise the 
administrative structure and to make the government programme and personnel 
accountable to the people. 


3. Failure to reorient entire health services to primary health care approach 


(a) The dichotomy in health services structure might suggest however wrongly, that 
the ‘barefoot doctors’ and self-help are for the villagers while hospitals and medical 
specialists are for the town-dwellers. Obviously, in such an approach, there is a 
reluctance for establishing equity. 

(b) Under such circumstances, the community level activities may not be provided 
with adequate support in the form of supervision, training, essential supplies and 
effective referral arrangements. This would dampen community enthusiasm and 
discredit the primary health care approach. 
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4. Difficulty in mobilising uninvolved populations 


(a) The absence of any local participatory institution within the existing political and 
economic systems, does not offer proper scope for active community roles in local 
development. 

(b) In such a situation, community participation for only health care will be a slow 
and difficult process. This initiation would be a pioneering effort with all its inherent 
constraints. For sustaining momentum and motivation, the organisers must make 
efforts to extend community participation beyond health care to other spheres of 
development. . 


9. The problems of maintaining sustained efforts 


The problems of maintaining active community involvement beyond the first stage of 
curiosity and enthusiasm are also widely recognised. If the health system relies on 
community decision-making and control, this will not be a problem—since real power 
will encourage responsibility. On the other hand, if the participation is not 
accompanied by true responsibility, the community will loose interest. 


OPERATIONALIZING PARTICIPATORY APPROACH: STEPS AND MECHANISM 


In the delivery of primary health care, community participation cannot come for the 
asking. Available experiences suggest such a thing has not happened anywhere 
particularly on sustained basis. To begin with, some systematic steps may be required 
to be taken by health functionaries to operationalise this approach in his day-to-day 
functioning. Broad operational steps may be as under: 


Studying the community setting 

Sensitising and reorienting health functionaries 

Sensitising and orienting at the community 

Framing or setting of the objectives for primary health care 
Resource generation and utilisation 

Developing a system for implementation, monitoring and evaluation. 


Studying the community setting 
A situational analysis and diagnosis of the community would require: 


a. Studying the various groups/structures within community—social, cultural 
political and organisational (through direct meeting and informal dialogue). 

b. Thorough analysis of community health care needs, health status, disease pattern 
etc. (with the help of a checklist etc.). 

c. Survey of the community resources and existing institutions and initiatives 
towards their health improvements. 

d. Knowledge of infrastructural and natural constraints, (flood etc.) related to the 
delivery of primary health care—{through visits, meeting local people and 
peripheral workers). 
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Sensitising and reorienting health functionaries 


This step would consist of giving both simple knowledge about philosophy of 
participation and also practical grounding associating these functionaries with any 
on-going participatory efforts in the field. This operational steps would consist of: 


— sensitising the health functionaries about need, rationale, scope, dimension 
of community participation for primary health care. 

— guiding them how to work with communities particularly with weaker 
sections, disadvantage groups. 

— ensuring them that they become aware and take note of health care needs of 
all the groups of community. 

— familiarising them, with other development projects and their functionaries, 
and with community institutions existing or to be developed and activised. 

— enlightening them with simple procedures of implementation, monitoring 
the community efforts contributing towards primary health care. 


Sensitising and orienting the community 


This step of sensitising the community for augmenting the primary health care would 
consist of: 


— the total introduction of philosophy of participatory approach—narrating the 
success stories elsewhere and benefits of the community through 
partnership, co-working, sharing, self-reliance in primary health care. 

— Contacting, meeting, organising, explaining, informing, discussing the 
health needs and problems of the community and the likely local solutions 
for these problems. 


Framing and setting of the objectives for primary health care 


The objectives as joint initiatives of community and health functionary for 
operationalising the community participation contributing towards primary health 
care would be: 


— general as well as well-defined, quantifiable and precisely worked out. 

— the initiative to begin with for setting the objectives may come out primarily 
from health functionaries through formal and informal meetings of village 
health committees and other community institutions. 


Resource generation and utilisation 


Efforts may be made for resource generation from community and its utilisation for 
the promotion of primary health care. Community resources may be in terms of time, 
local technology—including skills, physical-labour, money, material which may be | 
lying idle, underutilised because of lack of initiatives to harness these. 
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Developing a system for implementation, monitoring and evaluation 


Implementation and monitoring role of the community in primary health care is that of 
partnership community could go alone for implementation and monitoring but not 
beyond certain technical limits. So, this step would consist of: 


— creating and promoting formal participatory structures ‘v/z. village health 
committees, school health clubs, women’s health groups, youth health 
mandals etc. for implementation and monitoring of health activities. 

— activising the existing dormant institutions to share the responsibilities for 
primary health care. 

— making communication contributing towards primary health care quite free, 
frequent and fast between community groups and health functionaries and 
also amongst community groups. 

— helping, preparing, scheduling and sharing of the responsibilities for 
implementation of activities by community members and health 
functionaries. 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1 : LECTURE MATERIAL 


COMMUNITY 


Community consists of persons in social interaction in a geographical area and 
sharing common social and cultural life. Community has its structural and functional 
aspects. The community is a mode of parts which are related. They interact and 
influence one another. 

A community has the following: 


Population characteristics 
Value system 

Social stratification 
Inter-personal relationships 
Power structure 

Special distributions 


Community Organisation 


Health personnel as community organisers should try to bring an adjustment between 
social welfare resources and social welfare needs. Community organisation is a 
process by which a community identifies its needs and objectives, ranks these needs 
or objectives, finds resources to deal with the needs and objectives, takes action in 
respect to them and in so doing extends cooperative and collaborative attitudes and 
practices in the community. 

Community organisation implies that: 


1. It must deal with problems recognised by the community. 

2. It must encourage community self-determination. 

3. It must engage the community in an active way in the solution of its 
problems. 

4. It must move at a pace comfortable for the community. 

5. It must encourage growth through’problem-solving. 

6. It must encourage community self-understanding,. decision-making and 
integration. 


To make this process work properly, health personnel should have skills in: 


Creating awareness 
Stimulating thinking 
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Encouraging development 

Organising men, money and materials 
Involving community in each stage 
Overcoming conflict and difficulties 
Building human relationships 


Principles of Community Organisation 


. Promote community solidarity. 

. Democratic in spirit, organisation and operation. 

. The need should be felt by the community. 

. ‘Self-help’ and voluntary cooperation are the keys. 

. Programme should be initiated, developed, modified and terminated on the 
basis of needs. 

6. Programme should be adequate in quantity and quality. 

7. Programme should be distributed among the whole population of the area in 

proportion to needs. 
8. Services should be as simple as possible. 
9. Team spirit and cooperation. 


OpwWNhH — 


Operational Aspects of Community Organisation 


The process of community organisation requires some kind of structure and social 
organisation. A committee, group or council, is usually formed to look into the 
problems or tasks. Health personnel should establish a close relation with this 
committee and motivate people to work through the committee. The people 
themselves must change what is to be changed. In this process the people themselves 
change and, it is hoped, grow in capacity. The following skills will help health 
personnel to motivate and sustain the interest of the community for achieving health 
goals: 


Fact finding—studies, surveys 
Continuous recording and feedback 
Planning and implementation 
Public relation/training 
Consultation, guidance 

Working with groups 

Teamwork and coordination. 


Steps in Working with Community 


As practitioners of community organisation in the field, health personnel should work 
with people. 


1. Identification of needs: 
2. Decision about goals 
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3. Analysis of resources for meeting needs 

4. Development of alternative proposals 

5. Decision-making through choice of solution 
6. Social action to put ‘Solution’ into effect 

7. Evaluation. 


Factors which are major barriers to effective use of community organisation are: 


. Values 

. Personal needs 

. Gate keepers (vested interests) 
. Lack of communication. 


mRWHhH — 


Role of Health Personnel in Community Organisation 


People resist change because of ignorance, intergroup tension, fear, contentment 
with the status quo, lack of funds, divergent goals, dysfunctional attitudes, etc. Health 
personnel working at different levels of the organisation should play their part as a 
guide, a Supporter, an expert and a therapist to help communities overcome 
resistence to change. To perform these roles health personnel should be a: 


Guide 


Encourage discussion 

Stimulate a sense of discontent with existing conditions 
Encourage local initiative 

Stir consciousness of existing problems 

Encourage objectivity and reason 

Stimulate discussions on health issues 

Identify with the community as a whole 

Never impose judgements 

Suggest alternatives, but do not make final decision 
Act as a communication link 

Bring diverse groups together. 


Supporter 


Be a catalyst for change 

Move slowly 

Be trustworthy 

Remind people of the long-term goals. 


Expert 


Provide data 
Diagnose 
Contribute to discussion 
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Speak with confidence 

Inform about services and resources available 
Bridge the gap (resources and needs) 
Evaluate and interpret. 


Therapist 


Diagnose social factors 

Help to overcome restrictive forces like taboos, traditional attitudes, etc. 
Relieve tension 

Remove blocks in cooperative work 


Role of Community Participation in Primary Health Care 


(Refer to the article ‘Community Participation in Primary Health Care’-—Handout 10.2 ) 


MODULE 11 


Personnel Management 


INTRODUCTION 


This module gives medical officers an overview of the government's personnel 
policies and procedures that affect health staff at the PHC level. Information on 
relevant personnel policies, with particular emphasis on disciplinary procedures, is 
included. The causes of staff conflicts are discussed, and a practical exercise gives 
medical officers an opportunity to demonstrate how to resolve a conflict. A discussion 
and role-play exercise of how to use the required annual confidential reports as 
performance appraisal tools for motivating PHC staff is presented at the end. 

Hea'!th personnel are the most valuable resource at the PHC level. As managers, it is 
essential that medical officers use this resource wisely to achieve the primary health 
care goal of HFA/2000. Therefore, a knowledge of government personnel policies and 
their application at the PHC level is an important part of medical officers’ management 
responsibility. 


OBJECTIVES 
The medical officer will be able to: 


describe the personnel policies governing health personnel at the PHC level: 
explain in detail the disciplinary procedures; 

describe the causes of staff conflicts and disciplinary problems; 
demonstrate how to manage a staff conflict; 

define performance appraisal and describe the difference between formal 
and informal performance appraisal; 

use the annual confidential report form to conduct a performance appraisal 
interview. 


oA EP Nit 


Or 


DURATION :5 hours 45 minutes (Classroom) 


Contents Teaching Teaching 
Methods Aids 
1. Personnel policies, procedures, and : Written Official 
proforma governing: grades and salaries; Exercise, 11.1 Personnel 
benefits and allowances; Discussion Regulations 
promotion; recruitment and appointing Handout 11.1 


203 


authority; leave; disciplinary procedures; 
transfer; retirement. 


2. Official government disciplinary Lecture Official 
procedures : dismissal, removal Discussion Disciplinary 
from service, reduction in rank, Procedures 
censure, stoppage of increment. 

3. Causes of staff conflicts and Group Exercise Handout 11.3 
disciplinary problems; prevention 11.2 Discussion 
of conflicts and disciplinary 

problems. 

4. Definition and purpose of performance Reading Handout 11.3 
appraisal; principles of performance Discussion 
appraisal; formal versus informal 
performance appraisal. 

5. Guidelines for conducting a performance Role-play Annual 
appraisal using the annual confidential Exercise 11.3 Confidential 
report form. Discussion Report forms 

TEACHING ACTIVITIES Time 


1. Begin Exercise 11.1, personnel policies. Distribute copies of Handout 30 min. 
11.1. Instruct participants to write brief notes on their understanding of 
the personnel policies for each of the health personnel listed. 
Participants are to work alone during this part of the exercise. Allow 30 
minutes. 


2. Lead a discussion on government personnel policies. Use Handout 45 min. 
11.1 as a guide for the discussion. Do not discuss disciplinary 
procedures, because Teaching Activity 3 deals with these procedures 
in detail. Note the vast differences in personnel policies governing 
medical officers and da/s. What affect does this have on supervising 
these workers? Do medical officers believe that their subordinates 
understand and accept these personnel policies? Should they hold 
training sessions with their staff to explain and discuss personnel 
policies? Do medical officers accept responsibility for enforcing these 
personnel policies, or do they pass everything up to the district level? A 
personnel officer may be invited to lead this discussion, because 
trainers may not know the complexities of the regulations. The 
objectives of the module will be achieved, if the personnel officer is 
thoroughly briefed. 


3. Lecture on official government disciplinary procedures.Makesurethat 60 min. 
participants understand the difference between major and minor 
disciplinary actions. (See suggested lecture material in Notes for the 
Trainer) Again, a personnel officer may be asked to give this lecture. 


4. Begin Exercise 11.2, Resolving a staff conflict. Distribute copies of 15 min. 


204 


Handout 11.2, and allow participants 15 minutes to read the situation 
and answer the questions. 


Divide the class into groups of three. Each participant selects one of the 
roles: medical officer, BEE, or health assistant. In preparing for the role- 
play, participants should take these attitudes: 


Medical officer's attitude: ‘The BEE must carry out his assigned 
duties’. 

The BEE’s attitude: ‘| do not see there is any problem. The health 
assistant knows the subject as well as | do; furthermore, this 
young medical officer is too demanding’. 

The health assistant’s attitude: ‘The BEE should be reprimanded 
for not doing his job properly.’ 


The participant playing the medical officer's role conducts a meeting. 
He/she must decide how to present this problem and attempt to 
resolve the conflict. Allow the role-plays to go on for 15 minutes. The 
same role-play will go on simultaneously in all groups. 


Reassemble the class, lead a discussion of the role plays. Ask different 
groups to report to the class how their group resolved the conflict. Use 
the questions on the worksheet to stimulate class discussion. Ask 
participants to compare the solutions on their worksheets with 
solutions that emerge from the role-plays. Which solutions are better? 
(See suggested discussion material on managing conflicts in Votes for 
the Trainer.) 


Distribute copies of handout 11.3, and allow participants 20 minutes to 
read it. Then lead a discussion of performance appraisal based on the 
information in the handout. Discuss how medical officers can use 
performance appraisal to punish or to help subordinates. Ask 
participants how they feel about performance appraisal. What have 
been their experiences? Discuss the reluctance of supervisors to carry 
out appraisals. Explain the potentially disastrous results that stem from 
a failure to criticise poor work. Performance appraisal is a Supervisor's 
duty, and if rightly done, it is an effective way to motivate subordinates. 
Emphasize the importance of frequent informal assessments rather 
than formal annual appraisals. Point out that the most important 
principle of performance appraisal is to be objective. 


Begin Exercise 11.3, role-play of performance appraisal. Handout 
copies of the official annual confidential report form used in the State. 
Ask each participant to think of a poorly motivated member of the PHC 
staff, and to fill up the confidential report for this person. Caution 
participants not to write the name of the staff member on the report. 
Remind the participants to be objective and to be specific. Allow 15 


15 min. 


30 min. 


45 min. 


15 min. 
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minutes for this part of the exercise. 


9. Briefly describe the government policy regarding annual performance 30 min. 

appraisal. Explain that the annual confidential report can be very 
helpful in motivating staff if it is used properly. Discuss each of the 
guidelines for doing an annual performance appraisal. Ask participants 
to comment on the guidelines. Are they appropriate? Do their 
supervisors follow these guidelines? Can they think of additional 
guidelines, based on their own experience, of evaluation by the district 
health officer, or evaluating their subordinates. 


10. Role-play a performance appraisal. Select two participants for the role- 45 min. 
play. The rest of the class will be observers. The two participants 
exchange the confidential reports they filled up in step 8 above. One 
plays the role of the supervisor; the other the role of the poorly 
motivated worker described in the confidential report. The supervisor 
conducts a performance appraisal interview. Allow 10 minutes for the 
role-plays and 35 minutes for a discussion following the role-play. Focus 
the discussion on how well the supervisor conducted the interview. Did 
the supervisor follow the guidelines in the handout? Did the supervisor 
write a plan for improvement? Morerole-plays using other participants 
may be carried out if time permits. 


11. Summary and evaluation of learning in Module 11.Askone participant 15 min. 
to summarise what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 
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PERSONNEL POLICIES 


1. Grades and salary 


2. Benefits and Allowances 
3. Promotion 


4. Recruitment and 
Appointing Authority 


5. Leave 


6 Disciplinary Procedures 


7 Transfer 


8. Retirement 


HANDOUT 11.1 


WORKSHEET FOR EXERCISE 11.1 
PERSONNEL POLICIES 


MEDICAL 
OFFICER 


HEALTH 
ASSIS - 


TANT 


HEALTH 
WORKER 


SUPPORT STAFF: HEALTH TRAINED 


PHARMACIST, GUIDE DAIS 
CLERK, STOREMAN, 
DRIVER, ETC. 
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HANDOUT 11.2 


WORKSHEET FOR EXERCISE 11.2 
RESOLVING A STAFF CONFLICT 


SITUATION 


You are a medical officer who has recently completed training. You took charge of the 
PHC two months ago. The BEE, who is experienced and has been working at the PHC 
for four years, has not been friendly to you since you took charge. He told the health 
assistant that the medical officer was too you ng and inexperienced to be incharge of a 
PHC: 

During the first four months, you have been trying to avoid a direct conflict with the 
BEE, hoping that he will gradually come to accept you as his supervisor. You have not 
asked the BEE to do all the jobs assigned to him for fear of Causing a problem. But now 
the other staff are beginning to complain that they cannot do their work properly 
because the BEE is slack in his duties. For example, last week, the BEE failed to teach 
his sessions of the health worker training course. This health assistant was angry, 
because she had to teach the sessions herself. The other PHC staff, while at first 
cooperative, are becoming unhappy with you because of the BEE’s behaviour. 


ANSWER THE FOLLOWING QUESTIONS 


Who is in conflict? 
ra eee 


A ap 
ii en an ae 


What is the cause of the conflict? 
ee i lhe iat sestaoteee sh 


How would you attempt to resolve this conflict? snnaercnnihininsnntemeinisishinieatntiaisnn cal ala halls 


rs ee Ee 
reese 
ee 


What might happen if this conflict is not resolved? 
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HANDOUT 11.3 


PERFORMANCE APPRAISAL 


Performance appraisal is assessment of how a staff member is doing his job. It is quite 
natural for a subordinate to want to know what his supervisor thinks of him and his 
work. A good performance appraisal helps to motivate staff to do their jobs well. No 
staff member wants to hear that he is not working hard enough or not doing a good job. 
Because of this, supervisors often avoid discussing performance with subordinates 
who are doing a poor job. However, subordinates who are doing a poor job are the ones 
who need the performance appraisal most. They will go on performing poorly if they 
are not corrected. Failure to criticise allows small problems to grow into big ones. 
Performance may become so bad that it affects others and lowers staff morale. To let 
a situation get out of hand is the mark of a poor supervisor. 


GUIDELINES FOR USING ANNUAL CONFIDENTIAL REPORTS FOR 
PERFORMANCE APPRAISAL 


An annual performance appraisal is a review of how a particular staff member is doing 
his job. The supervisor should compare the subordinates performance to his job 
description and any other work objective that has been set for the job. Write your 
findings in the annual confidential report. Discuss your findings with the subordinate, 
and together make a plan for improving the subordinate’s job performance during the 
coming year. 

A well-done performance appraisal can be one of the most effective ways to 
motivate your staff. Unfortunately, most supervisors do not use the annual 
confidential reports as intended. They see the report as a mere formality. They 
hurriedly fill up the report, and send it to district headquarters. This kind of 
performance appraisal accomplishes little or nothing. 

Since you are required to write annual confidential reports, you should put ina little 
extra time and effort needed to make the system work well and serve as a motivator for 
your staff. Below are some guidelines for carrying out a good performance appraisal 
based on the annual confidential reports: 


Step 1 : Provide feedback to subordinates throughout the year so that your 
evaluation does not come as a Surprise. The subordinate should have already heard 
everything that appears in the confidential report. 

Step 2 : Review the subordinate’s file before filling out the confidential report. Pay 
attention to previous reports. 


Step 3 : Meet with the subordinate to review his performance once you have filled up 
the report. Give him advance notice of the meeting, so he has time to reflect on his 
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performance during the past year. Allow ample time for the meeting, including time 
for preparing a plan for improvement. | 


Step 4: Begin the meeting with favourable comments. Strive for a relaxed, friendly 
meeting. Do not hurry. Encourage the subordinate to explain his point of view and to 


ask questions. 


Step 5 : Be positive. Discuss the subordinate’s performance objectively, but try to give 
two or three favourable comments for every criticism. Follow-up criticism immediately 
with suggestions for improvement. Compare the subordinates performance to his job 
description. Never compare one staff member with other staff members. 


Step 6 : Discuss strengths and weaknesses. Suggest ways that the subordinate can 
use his strengths to overcome his weaknesses. Decide with the subordinate which 
problems might have been caused by the subordinate himself, which by the 
Supervisor, and which by the job situation. For example. the supervisor might not be 
giving clear instructions or the subordinate might be frustrated by lack of equipment, or 
lack of cooperation from other staff, or by a heavy workload. Pinpoint the cause of the 
problems. Be careful not to place all the blame for poor performance on someone else, 
and therefore beyond the control of this subordinate. Each staff member must do the 
best with the resources available to him. 


Step 7 : Plan improvements. Decide on aplan for improving performance in the next 
year. Make the plan realistic, yet challenging. Consider the subordinate’s strengths 
and areas in need of improvement. Write the plan down after both of you agree on it. 


Step 8 » Set dates for review of progress in carrying out the performance 
improvement plan. The review dates might be every three months. Endthe meeting on 
a positive note. Impress the subordinate with the opportunities he has to improve his 
performance. Assure him that you will do your part to help him. 


Step 9 - Follow-up on progress. Meet on the dates agreed upon during the meeting 
to review the performance improvement plan. Provide Support and motivation en a 
continuing basis to the subordinate, as he strives to improve his performance. 
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HANDOUT 11.4 


ANNUAL CONFIDENTIAL REPORT 


(Obtain copies of the official annual confidential report used in your State. Use these 
official report forms for Exercise 11.3). 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 3 : LECTURE MATERIAL 


DISCIPLINARY PROCEDURES 


The whole procedural law concerning departmental punishment of civil servants is 
based on two fundamental principles as enumerated in Article 311 of the Constitution 
of India. The Constitution guarantees that no civil servant shall be dismissed or 
removed or reduced in rank by an authority subordinate to that by which he was 
appointed. It is also guaranteed that a reasonable opportunity of defence should be 
given on the charges against him, supplemented by a second opportunity of showing 
cause if, after enquiry it is proposed to dismiss or to remove or to reduce him in rank, 
why such a punishment should not be imposed upon him. The exceptions to the above 
article are: 


a. Where a person is dismissed or removed or reduced in rank on the ground of 
conduct which has led to his conviction on a criminal charge; 
or 
b. Where the authority empowered to dismiss or remove a person or to reduce 
him in rank is satisfied that for some reasons, to be recorded by that 
authority, it is not reasonably practicable to hold such enquiry; 
or 
c. Where the Governor is satisfied that in the interest of the security of the 
State it is not expedient to hold such an enquiry. 


The provisions of the above article are absolute and no rules relating to public 
services can trespass the rights guaranteed by Article 311. 

Thus, only the appointing authority can impose the major punishment of 
dismissal, removal or reduction in rank. The power of punishment in such cases can 
never be delegated to any subordinate authority. 

The enquiry officer can be a suitable officer subordinate to the appointing authority. 
The enquiry officer shall conduct formal enquiry after regular charges are served upon 
the delinquent official. The enquiry must compulsorily be open in which the charged 
official takes full part. The enquiry report shall contain findings of the charges, but 
there should be no recommendation about the punishment. However, the enquiry 
officer may make recommendation in the covering letter. 

In case the appointing authority considers, upon a perusal of report, that some 


“The session should be taken by an officer conversant with disciplinary procedures. Relevant extracts 
thereof may be provided. 
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punishment lighter than major punishment (dismissal, removal or reductior. in rank) 
will be appropriate, he will then pass orders straightaway without any further 
formalities. On the contrary, if he decides to impose ‘major punishment’, he shall draw 
up a provisional order of punishment and serve it upon the delinquent, alongwith a 
copy of the enquiry report, requiring him to show cause why the provisional order 
should not be made final. Any representation made by the delinquent shall be fully 
considered by the appointing authority with an open mind, whereafter he will finally 
determine the order to be passed. The order need only contain a gist of the 
representation and the final decision, indicating the reasons. 

lf any charge levelled against the delinquent is amended or any important evidence 
not mentioned in the charge-sheet is to be admitted at any stage, the full procedure 
shall have to be gone into afresh. Unless this is done, the proceedings will not be 
considered valid. 

In case the original appointing authority has ceased to exist the above punishments 
may be imposed by an authority whose rank is higher than that of the extinct authority 
or by one of parallel rank. 


1. Causes of Disciplinary Proceedings 


. Embezzlement 

_ Falsification of accounts not amounting to misappropriation of money 
. Fraudulent claims (e.g. T.A.) 

. Forgery documents 

. Theft of government property 

. Defrauding government 

. Bribery 

. Corruption 

. Possession of disproportionate assets | 

. Offences against other laws applicable to government servants 


2. Acts Amounting to Misdemeanour 


a. Disobedience of orders 
b. Insubordination 
c. Misbehaviour 
1. With superior officers 
2. With colleagues 
3. With subordinates 
4. With members of public 


3. Acts Amounting to Misconduct 


_ Violation of conduct rules 

. Violation of standing orders 
. Intrigues and conspiracy. 

. Insolvency 

_ Other forms of misconduct 


OhWN — 
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Minor Punishments 
Other than dismissal, removal or reduction in rank 


For minor punishments, no formal charge-sheet need be issued nor a regular enquiry 
officer need be appointed. The delinquent’s explanation can be called for and after 
consideration of the explanation any of the minor punishments can be imposed upon 
him, recording a speaking order. 


Censure or stoppage at efficiency bar 


These penalties may be imposed whenever the punishing authority is satisfied that 
good and sufficient reasons exist for adopting such a course. In such a Case it is not 
necessary to frame formal charges or to call for the officer's explanation(Rule 55-8 of 
CCA Rules). 

Stoppage of an official at the efficiency bar on the ground of his unfitness to cross 
the bar is not regarded as a punishment. 


TEACHING ACTIVITY 6 : DISCUSSION MATERIAL 


MANAGING CONFLICT 


Conflict occurs in all human interactions. Each person has different needs and values. 
These differences become evident and produce conflict when the persons undertake a 
group activity. The conflict may be positive in some cases and negative in others. But 
without conflict, no growth takes place either in individuals, teams, or society as a 
whole. 

Productive conflict arises out of concern for the group and the individuals in it. 
Because members are concerned, they are willing, if necessary, to risk a conflict in 
order to help improve a situation. 

There is a human trait which encourages us to suppress feelings associated with 
conflict. We tend to avoid conflict by denying it. A more serious mistake is to pretend 
outward friendliness to hide bad feelings. In working with teams, we may keep the 
following suggestions in mind as guidelines for dealing with conflict: 


1. Accept conflict as natural. When a team struggles to accomplish a goal—to 
face problems and resolve them—you can expect there will be some conflict. 
Different personalities, different feelings, different values and different 
ideas are bound to collide. 

2. Each person involved in the conflict must accept the others’ right to their 

own values and ideas. Above all, each person must be allowed to retain his 

dignity, regardless of his behaviour or point of view. 

There must be trust in the group if the conflict ultimately is to be resolved. 

. We must not evade the source of the conflict, although it may take courage to 

face it. 

5. The persons in conflict must be flexible and prepared to compromise in order 
to resolve the conflict. 


Pw 
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Conflict is negative when it results from a desire to destroy. Conflict is positive when 
it results from a desire to unite and improve. Positive conflict isa sign ofa healthy 


group. 
Conflict Tactics 


Fighting or arguing in front of others. 

Criticising the other person, either directly or to a third person. 

Blaming each other for problems. 

Lecturing each other. 

Questioning or challenging each others’ judgement. 

Attributing negative qualities to the other person, but positive qualities to 
oneself. 


OPP eh = 


Causes of Conflicts at a PHC 


1. Exploitation. If a staff member feels he/she is being treated unjustly or exploited, 
by the supervisor, it will cause conflict. 

2. Lack of recognition leads to conflict. PHC staff perform a difficult and demanding 
job. They want to know that their work is appreciated. They want recognition for 
the job they are doing. If they do not get this recognition, conflicts may arise. 

3. Lack of involvement leads to conflict. PHC staff want to know what Is going on. 
They want to be prepared for changes, and they want to know why the changes 
are necessary. They want to be asked for their suggestions and ideas. If staff do 
not feel involved, they may oppose changes, which lead to conflict. 

4. A lack of training leads to conflict especially a lack of continuing education to 
maintain and improve skills. PHC staff who know their jobs well are confident and 
usually satisfied with their work. However, if staff do not receive adequate 
training and continuing education they will not be competent to do their jobs. They 
will make many mistakes which will lead to conflicts with supervisors and fellow 
staff. 

5. Personal problems or deficiencies lead to conflict. For example, some staff 
members may lack motivation or they may be undependable. Others have no 
sense of responsibility toward patients or other staff members. Such personal 
problems may cause conflicts. 

6. Inadequate and inappropriate supervision is a common cause of conflicts. 
Supervisors sometimes make mistakes. They give incorrect instructions or apply a 
policy incorrectly. They may fail to visit sub-centres regularly, leaving health 
workers feeling isolated and abandoned. Supervisors may not provide equal 
guidance and support to all PHC staff members. 


How to Prevent Conflicts at a PHC 


Some conflict is natural and unavoidable but too much conflict distract staff from their 
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best work. Here are a few simple preventive measures to help you minimize conflicts 
at the PHC. 


1 


Get to know the PHC staff: Establish a personal relationship with your staff. 
Show them that you are interested in them as individuals as well as in their 
work. Get to know the needs and concerns of each staff member so that you 
can anticipate conflicts that may occur. Also pay close attention to areas that 
have caused conflicts in the past. 


. Know the personnel policies and apply them consistently and fairly: The 


second preventive measure is to know the State/ organisational personnel 
policies and apply them consistently and fairly. You need to know the 
rationale for these policies as well as the policies themselves. PHC staff 
members will have fewer conflicts, if you explain the policies clearly and 
apply them consistently. 


. Use a participative style that encourages involvement: Praise your staff 


whenever they deserve it, and give recognition for the job they are doing. 
Staff who feel involved and who receive recognition usually have fewer 
conflicts. 


. Provide continuing education: A well-organized programme of continuing 


education is one of the best preventive measures for reducing conflicts. 


. Recognise conflicts early and resolve them: Resolve small conflicts before 


they grow into large ones. A certain amount of conflict within a group is 
natural. However, you should resolve conflicts before they lower morale and 
lead to disciplinary problems. 


. Support and guide PHC staff:Demonstrate by your attitude and your 


behaviour that you are interested in your staff. If you make a mistake, and 
admit it, your staff respects a supervisor who admits his mistakes and then 
corrects them. Be especially suportive to your staff publicly. Avoid criticizing 
them in front of patients or members of the community. These simple 
measures can prevent many conflicts and give yourself and your staff time 
for other more constructive activities. 


Guidelines for Resolving Conflicts at a PHC 
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allay ae 


Get all the facts about the conflict before taking action. 

Act early; do not let small conflicts grow. 

Be fair and consistent in your handling of the conflict situation. 

Do not try to resolve conflicts when persons are involved. Wait until they are 
quiet and calm. 


. Give each person an opportunity to explain how he sees the conflict before 


attempting to resolve it. 


Encourage the persons in conflict to Suggest solutions rather than imposing 
your own solution. 


. Follow the situation carefully to see that the conflict has been resolved, or at 


least contained. 


TEACHING ACTIVITY 7 : DISCUSSION MATERIAL 


PERFORMANCE APPRAISAL 


Supervisors can use performance appraisal to punish subordinates or to help them to 
improve their work. The way medical officers feel about performance appraisal is 
influenced greatly by their own experience of being evaluated. An authoritarian 
supervisor tends to use performance appraisal to punish poor work, while a 
participative supervisor uses the same tool to make constructive suggestions about 
how a subordinate can improve his skills. What is required to be understood is that 
performance appraisal helps the PHC staff to do their jobs well and is a valuable tool 
for motivating them to improve their skills. 


Formal and Informal Performance Appraisal 


Performance appraisals may vary from an informal conversation to a formal interview 
with written report. A supervisor uses both formal and informal appraisals when 
monitoring the work of staff. 

/nformal performance appraisal: Supervisors continually do informal performance 
appraisals. For example, a supervisor watches how subordinates perform their duties, 
reviews the quality of their work, and listens to their problems. A good supervisor 
gives continuous feedback to subordinates how well they are doing. This feedback is 
informal and usually verbal. This type of informal pertormance appraisal is the best 
way to motivate staff. 

Formal performance appraisal: Supervisors make formal performance appraisals 
as part of the annual confidential reports required by district headquarters. This type 
of evaluation is written, and there is an official report proforma for recording 
comments and observations. 


Principles of Performance Appraisal 


The basic principles of performance appraisal are very simple: be objective, be 
specific, and be familiar with the training of the person you are assessing. 


1. Be objective : A supervisor should resist any tendency to let his personal 
feelings or attitudes influence his assessment of subordinates. Naturally 
you will like some staff members more than others. But when time comes for 
assessing performance, be as objective as possible. 

2. Be specific : A supervisor should be specific when he evaluates a 
subordinate’s performance. For example, if you tell a health assistant that he 
must ‘do a better job,’ he will have to guess what you mean. Instead, you 
should explain precisely what he must do in order to improve his job 
performance. If he must do many things, write them down. So he can use the 
list as reminder. 7 

3. Be familiar with the training : A supervisor should know what the 
subordinate has been trained to do and how he has been trained to do it, 
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before making judgements about his performance. For example, a health 
worker in charge of a sub-centre may have arranged drugs and supplies on 
shelf in a certain way. You may not do it this way yourself, but the health 
worker was trained to do it this way. Consequently, you must evaluate the 
performance of health worker in the way in which he was trained to arrange 
drug supplies and not the way you would organise them. 


MODULE 12 


Financial Management 


INTRODUCTION 


This module highlights the medical officers'responsibility for financial management at 
primary health centres. The policies and procedures governing budgeting, imprest 
money and the various allowances are presented. The medical officers complete a 
questionnaire on the financial system which is used as basis for a discussion of PHC 
financial management. 

The financial responsibility of medical officers at primary health centres is limited. 
Nevertheless, all Government expenditures are subject to audit, and medical officers 
must understand and apply financial policies and procedures governing PHCs. Much 
of financial management involves keeping records and accounts, a task which 
medical officers delegate to subordinate staff. But management training must 
emphasise that while a medical officer may delegate financial record keeping, he 
cannot delegate financial responsibility. All financial management at a PHC is 
ultimately the responsibility of the medical officer-in-charge. 


OBJECTIVES : 


The medical officer will be able to: 


1. describe the financial procedures governing the PHC; 
2. describe the financial procedures and forms and records including district 


level budgeting; 
3. explain the medical officer’s responsibilities in managing the financial 
system at a primary health centre. 


DURATION : 2 hours (Classroom) 


Contents Teaching Teaching 
Methods Aids 
1. Financial procedures and proforma Questionnaire Financial 
regarding: budgeting, imprest money, Lecture Regulations 
travel advance/ daily allowance, * Discussion Handout 12.1 
sanctioning powers of medical officer: Chalkboard 


TA/DA advance, festival advance, 
handloom advance 


*This session may be taken by the Accounts Officer of the CMO’s office. 


219 


TEACHING ACTIVITIES 


1. 


Distribute copies of Handout 12.1 and allow participants 15 minutes to 
answer the questions. If an accounts officer is teaching this module. It 
is suggested that participants fill up the Questionnaire several days in 
advance, so that the completed Oestionnaires may be forwarded to the 
accounts officer and serve as a basis for his lecture. But in this case 
return the Questionnaires to participants before the lecture begins. 
Lecture on financial procedures, and proforma. Use the Questionnaire 
as a basis for the lecture. (See detailed answers to Questionnaire in 
Notes for the Trainer). The material covered in this lecture is highly 
technical, and for this reason it is suggested that a district accounts 
officer be invited as a guest lecturer. 

Summary and evaluation of learning in Module 12. Ask one participant 
to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 
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Time 


15 min. 


90 min. 


15 min. 


HANDOUT 12.1 


QUESTIONNAIRE ON FINANCIAL SYSTEM 


What are the sources of funds for the health services? 

a 
a ES Af SR a al A el In eda Nip 
SE Eee a as eee aa 
OE gE I ene ey Pr 


Briefly explain your understanding of the budgeting process at district andState 
level. 


District level Sam SS Pe ee 
ST a 
SS a a eT se 
re ev et Se ba a 
eh Ne ee eee 
ae as eee a See ee ek i a ee 


Estimate what you think is the amount allocated in the 1985-86. State budget for: 


. Drugs and supplies in your district Rs. 
. Drugs and supplies at your PHC Rs. 
. Personnel (salaries, etc.) in your district. Rs. 
. Personnel (salaries etc.) at your PHC Rs 


. Total health budget for your State Rs. 
Total health budget for your district Rs. 
. Total budget for your PHC Rs. 


Cee cD ese “Ob 


Do you have any problems with the imprest money at your PHC? If so, please 
explain. 
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Which officers at PHC are entitled to travel advances? What amount? Note any 
problems you are having with travel advances. 


List all the forms, vouchers, receipts, records, registers, ledgers used in financial 
management at a Primary Health Centre. 


Name 


TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 2: DISCUSSION MATERIAL 


FINANCIAL SYSTEM 


The medical officers at PHCs do not prepare a budget, but they should understand 
the budgeting procedures and deadlines at district levels so that they can make inputs 
into the budget through the district health officer. From an accounts officer's point of 
view, there are two types of money: 


1. invisible money or budgetary allocation 
2. visible money or cash 


The Government gives primary health centres invisible money, called a budget 
allocation, for specific purposes; for example, money for drugs, for staff salaries, for 
the vehicle, etc. The actual money does not pass through the PHC, but requisitions are 
used to spend the budget allocation. For example, there might bea budget allocation of 
Rs. 5,000 for PHC drugs. When drugs are issued to the PHC by medical stores, the 
value of the drugs is automatically substracted from the Rs. 5,000 allocation. In this 
way, the PHC ‘spends’ Rs. 5,000 for drugs without any money passing through the 
PHC. 

A small cash, commonly known as ‘imprest money,’ does pass through the PHC. 
Imprest money is provided to meet unforeseen emergencies. Medical officers are 
authorised to spend imprest money andthen replenish the amount spent. But imprest 
money is only replenished against an Original receipt in order to prevent misuse of 
funds. Each time imprest money is spent, it must be recorded on a cash voucher. Each 
cash voucher is numbered and must have a receipt attached to it fromthe person who 
has sold the goods to the PHC. (If not possible, the voucher is signed by the person in- 
charge of the cash). These cash vouchers must be kept carefully, because the 
accounts officer or the auditors may check them on any time. 


TEACHING ACTIVITY 2 : ANSWERS TO QUESTIONNAIRE ON FINANCIAL 
SYSTEM 


Note: This material was compiled b y the Finance andAccounts Officer, Luckno w, UP. 
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~ It is included here as a example of the type of material that is needed to teach this 
module effectively. 


Question 1 : Sources of Funds 
The sources of funds for health services are aS under: 


1. 213 -.Cabinet (Non-Plan) 

2. 280 Medical—Non-Plan 

280 Medical—Plan 

281 Family Welfare—Plan 

282 Public Health—Non-Plan 

282 Public Health—Plan 

299 Hills—Non-plan 

299 Hills—Plan 

288 Samajik Surakchha and Kalyan (Non-Plan) 
10. 289 Relief in Natural Calamities (Non-Plan). 


CONHAARW 


Donations and payments from community can be accepted only on specific sanction 
of the Government. Such receipts in cash cannot be spent on health services, but 
rather must be deposited into the treasury under departmental receipts unless there 
are Government orders to the contrary. As soon as any proposal for donations in cash 
or kind (land, buildings, equipment, furniture etc.) is received from the public or 
community, send a detailed description to the CMO/DMHS for obtaining orders of the 
State Government. Till such time Government orders are received, no such donation 
should be accepted by the local officer. 


Question 2 : Budgeting Process at District and State Levels 


Annual budget estimates for the coming financial year are prepared in the months of 
September/ October of the current year. Since budget proposals for next year are 
required to be submitted by the Directorate of Medical, Health and FW on October 25 
of current year to the State Government exercises are started in September at district 
level. 

Every head of the office is required to prepare budget estimates in respect of salaries 
of establishment, contingent expenditure and various other items viz. POL/ repairs to 
vehicles, telephone, office expenses, rent of buildings etc. In hospitals requirements 
in respect of medicines, diet, equipment, hospital contingencies, surgical dressings, 
clothing etc. also need to be worked out. 

Only costs of sanctioned posts and existing budget items are included in budget 
estimates. For new items, separate proposals with full details are required to be made 
ona form called schedule of new demands. The estimates should be accompanied by 
explanatory notes, and every major increase or decrease from current year’s allotment 
must be clearly and precisely explained. 

The budget estimates should be accurate, and every officer should give closest 
possible attention to this work. All likely factors should be taken into consideration 
while preparing estimates. | 
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Question 3 : Budget Allocations 


Total health (including medical and family welfare) budget for U.P. is atRs. 225.90 
crores during 1984-85. 

Allocations in drugs and supplies, salaries and other items for a district depends on 
various factors, viz. (1) Size, area, population, (2) Number of PHCs, dispensaries, sub- 
centres, (3) Size of district hospital, women’s hospital and number and size of other 
hospitals. Staff is sanctioned from different budgets for different types of normal(non- 
plan) schemes as well as from Plan schemes. Similarly, additional inputs have been 
provided from the special project, w/z., from Second I.P.P. All these things have to be 
kept in mind for working out allocations for different items. 

Under the circumstances allocation for a district or PHC cannot be worked out ina 
general way. However, the following norms/ rates may be helpful in working out these 
allocations: 


1. Only 40 per cent allotment of medicines is placed at the disposal of the 
CMOs, and the remaining 60 per cent allotment is centrally purchased by 
Central Medical Stors Depot of the Medical Directorate, who supply these 
medicines to the CMOs. Certain CMOs allot above 40 per cent amount to 
their PHCs, while others make central purchases at district level and supply 
medicines to the PHCs. 


2. Annual allotments are made as follows: 


i. Medicines at PHCs Rs. 10,000/- Per Annum. 
ii. Additional Medicines at Rs. 6,000/- Per Annum 
PHCs under CGHS Scheme 

ili. Medicines for Sub-Centres Rs. 2,000/- Per Annum 

iv. Part-time Da/ attached withANM Rs. 50/- p.m. 

v. Rent for Sub-Centres Rs. 25/- to 100/- p.m. 

vi. Misc. Contingencies at Sub-centres Rs. 600/- PA. (Per Annum) 
vii. Misc.Contingencies at PHCs Rs. 1,200/- P.A. 
viii. Salaries etc. at PHC Rs. 100,000/- P.A. 


ix. Salaries at Sub-centres (for one ANM)Rs. 6,000/- P.A. 
x. Following staff is provided 
at PHC level: 


. Second M.O. 

. Extension Educator 

. Lady Health Visitor 

. Computer 

Auxiliary Nurse Midwife/Family Welfare Worker 
Stores Keeper-cum-Accountant 

. F.W. Health Asstt. 

. Driver (on F.W. Vehicle) 


ONONARWN = 
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xi. POL and minor/ major repair Rs. 8,000/- P.A. 
for PHC vehicle Rs. 12,000/- P.A. (Petrol) 


During 1982-83 the entire State health budget had a deficit of about Rs. 183.18 
crores, whereas expenditure was Rs. 188.38 crores. 


Question 4 : Imprest Money 


In U.P. no imprest money has been provided atPHCs. It has been sanctioned at district 
level in chief medical officer's office. 

Imprest money is also calied permanent advance. For small, routine expenditure v/z. 
payment of cartage, electricity bills, clearance of RRs. etc. payments can be made from 
imprest money and thereafter the paid vouchers can be recouped. 

Imprest money for an office is fixed by the head of the department in consultation 
with his chief/senior accounts officer. The amount is fixed on the basis of average 
expenses during the past one year. 

The Government have also authorised heads of the offices to draw temporary 
advance for purchase of pertrol/diesel. 


Question 5 : Travel Advance 


Travel advance (TA) claims become due on the date of completion of the journey, and 
thereafter the T.A. bill can be put up. Often for want of allotment at PHC level these 
T.A. claims are kept pending. However, if aT.A. bill is not put up within one year of its 
becoming due, the claim becomes time-barred. In case a T.A. claim is not drawn 
within: one year from the date of becoming due, sanction of Finance Dept. of U-P. 
becomes necessary for entertaining the claim. 

When there is shortage of allotment of T.A. at PHC level, additional allotment should 
be obtained from the CMO, giving full justification and also details of pending bills 
held up. It may also be explained that said journeys had to be made under higher orders, 
to comply with government policies or for other public business. 

Certain field staff of PHC and sub-centres had also been allowed Fixed Travel 
Allowance (F.T.A.) for journeys in their area of jurisdiction, viz., BEEs, LHVs, ANMs 
etc. They will be entitled to ordinary T.A. only when they are asked to go beyond their 
jurisdiction or area of operation. 

TA/FTA advances to the staff of the PHC will be sanctioned by the medical officer- 
in-charge. For temporary staff, necessary bond willalso be executed. The T.A. bills of 
the staff of the PHC are required to be countersigned by the MO in-charge before 
submission to the Treasury for payment. The TA bills of the medical officers at PHCs 
shall be countersigned by the CMO concerned. 


Question 7 : List of Financial Forms 


The list of forms, vouchers, receipts, records, registers etc, being used at PHC level is 
given below: 
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/tems Particulars 


1 


2. 


. Cash book To record all receipts and payments. 
(form No. 2) 
Voucher Must be complete, duly verified with stock entry, 


(page number etc. of Stock Book). Correct 
amount/calculations checked and sanction also 
enclosed. ‘Billed and Cancelled’ stamp be affixed and 
signed by the DDO with date. 

Vouchers above Rs. 1000/- should be enclosed with 
contingent bills (in which case office copy or second 
copy may be retained in office). Vouchers below Rs. 
1000/- be kept in office alongwith cancelled second 
or third copy. 


. 11-C Register For pay and allowance on Try. Form No. 473 


(including T.A. bills) and for contingent bills(Form No. 
7) separately. 


. Bill Encashment For bills sent to Treasury 
Register 

. Contingent Bill For office copy of Contingent Bills 
Register 


(Form No. 13) 


. Contingent Bill 


(Form No. 14) 
. Pay Bill Register Both for permanent and temporary staff, one pay bill. 
(Form N. 11) For class-ll gazetted officers, separate bill be 


prepared. 


. T.A. Bill (Form No. 12) 

. T.A. Check Register 

. Acquittance Roll (Form No. 11-B) 

. Temporary Advance Bill (Form No. 16) 

. Detailed Contingent Bill (Form No. 17) 

. Register of Pre-audit Bills sent to AG 

. Register of Payees’ stamped Receipts sent to AG 
. Stock Book for medicines 

. Stock Book (Demand Stock and Furniture) 
. Stock Book (Instruments and Equipment) 

. Consumable Stock Register 

. Stock Book of Clothings 

. Stationery Register 

. G.P.F. Ledger of Class IV staff 

. Broad sheet of Class IV staff 

. Index of Class IV staff G.P.F. accounts 

. Pass Books of Class Il, Ill, IV 
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_ F.W. Temporary Advances Register 

_ Service Books/Leave A/c 

. Character Rolls 

. Bank Draft Register 

. BM—9 

_ Treasury Form No. 385 (Receipts) 

. Duplicate Keys Register 

. Security of Staff Register 

_ Security Bond (Form 2 F) for temporary staff. 

_ Security Bond (Form 2D) for total amount of security or fidelity bond from 


insurance company is taken when security is deposited by instalments by 
the staff. Special pay can be allowed only when the above is fulfilled. 


. Expenditure Register (BM 8). 
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MODULE 13 


Materials Management 


INTRODUCTION 


This module highlights the medical officers’ responsibility for ensuring the availability 
of necessary drugs, supplies and equipment at primary health centres. Good materials 
management practices are described, as well as the policies and procedures 
governing the supply system at State, district,andPHC levels. A group exercise is used 
to assess five inventory control methods and determine their appropriateness for 
PHCs and sub-centres. 

The want of adequate drugs and supplies is a principal cause of frustration for 
health personnel. It is also a principal cause of community dissatisfaction with the 
Government health services. Given the financial constraints faced by Government, 
PHCs and sub-centres are likely to continue to suffer from shortages of drugs, supplies 
and equipment. But good materials management will help to make the optimum use of 
supplies that are available, and therefore minimize the negative consequences of 
shortages and breakdowns. 


OBJECTIVES 
The medical officer will be able to: 


1. define materials management and explain the materials management 


‘process; 
2. describe the policies, procedures and proformae used in the materials 


management system; 

3. describe five inventory control methods and their usefulness at a PHC; 

4. explain the medical officers’ responsibilities for the materials management 
system. 


DURATION : 3 hours 45 minutes (Classroom) 
iS a aR i SE a RE a 


Contents Teaching Teaching 
Methods Aids 
Ee 
1. Definition of materials management Lecture Chalkboard 
and description of the process Discussion 
2. Materials management policies Lecture Stores 
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procedures and proformae for Discussion Regulations; 
inventory control, indenting, Proformae 
receiving, storing, issuing and 
using materials; local purchase, 
preventive maintenance; repairs; 
damaged, destroyed, or lost materials 

. Inventory control methods: Intuitive, Group Handout 13.1 
Perpetual Inventory, ABC, VED Exercise Handout 13.2 
and Two-Bin. 


TEACHING ACTIVITIES 


t. 


Lecture on materials management—definition, the importance and 
objectives of a materials management system. List various categories 
of materials on chalkboard—equipment, drugs, furniture, stationery etc. 
Point out, for example, that many materials must converge at one place 
and at one time in order that a medical officer can hold a outpatient 
clinic. To make sure the necessary material is at the right place at the 
right time, is the reason for having a materials management system. 
(See suggested lecture material in Notes for the Trainer). 


Lecture on materials management policies, and procedures. Bring 
copies of all proformae used in the materials management system— 
stock books, registers etc. and explain their purpose and how to use 
them correctly. (See suggested lecture material in Notes for the 
Trainer.) 

Begin Exercise 13.1, inventory control methods for a PHC. Divide the 
participants into five groups. Assign each group one inventory control 
method: 


Group 1 : Intuitive method 

Group 2 : Perpetual inventory method 
Group 3 : ABC method 

Group 4 : VED method 

Group 5: Two-Bin method 


Distribute copies of Handout 13.1 and 13.2. Allow groups 30 
minutes to fill up the worksheet (Handout 13.2) and prepare a five- 
minute lecture explaining the inventory method, its advantages and 
disadvantages, and especially the appropriateness of this method for 
use of PHC and sub-centre. 


Reassemble theclass. Ask a spokesman from each group to givea five- 
minute lecture. Begin with Group 1 and continue through Group 5. 
Questions and discussion should follow each lecture. At the end of the 
five lectures, summarize and reach a consensus on the most 
appropriate inventory control method for a PHC and sub-centre. (See 
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Time 


30 min. 


60 min. 


30 min. 


90 min. 


Suggested discussion material in Notes for the Trainer). 


Summary and evaluation of learning in Module 13. Ask one participant 
to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 


15 min. 
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HANDOUT 13.1 


* 


DESCRIPTION OF INVENTORY CONTROL METHODS 


HANDOUT FOR GROUP 1 


Intuitive Method: This method, aided by the well known ‘want book’, is the most 
common method in practice today, yet perhaps the least effective. Items are recorded 
in the want book when the number of units in stock reaches close to zero. The amount 
ordered is then the best estimate to the store-keeper or worker in the field. 


HANDOUT FOR GROUP 2 


Perpetual Inventory Method: This is one of the most accu rate and effective methods of 
inventory control. The maintenance of a perpetual inventory is, of course, an ideal 
Situation if the recordkeeping can be kept up-to-date. In many small pharmacies, the 
person in charge of dispensing, at the end of each day, summarises all drugs issued 
and makes the proper posting in the perpetual inventory file. The file may consist of 
appropriate forms or preprinted cards. 


HANDOUT FOR GROUP 3 


ABC Method: This method is based on the fact that some stock items have a much 
higher annual usage value than others. Thus, after doing a cost analysis, stock items 
are separated into three classes with the following characteristics: 


Class Number of items Rupees Value of items 
A 10 per cent of total items 70 per cent 
B 20 per cent of total items 20 per cent 
C 70 per cent of total items 10 per cent 


Inventory control efforts are maximised on expensive items. For example, inventory 
level and consumption of class A items is minimised with the help of tight and close 
control (frequent stock taking, secure Storage, careful issuing procedures.) On the 
other hand, in the case of inexpensive C items control is comparatively relaxed, andan 
abundant buffer stock is maintained throughout the year becuase it is quite 
economical to carry these items. 


HANDOUT FOR GROUP 4 


VED Method (Vital, Essential, Desirable) : \n the VED method, each stock item is 
classified as either vital, essential or desirable based on how critical the item is for 
providing health services. The vital items are stocked in abundance; essential items 
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are stocked in medium amounts; desirable items in small amounts. By stocking items 
in order of priority, vital and essential items are always in stock which means a 
minimum of disruption in the health services offered to the community. 


HANDOUT FOR GROUP 5 


Two-Bin Method: This method separates the stock of each item into two bins (Boxes). 
One bin contains the main stock; the second (smaller) bin contains enough stock to 
Satisfy demand during the period necessary for replenishment. When the first bin is 
exhausted, an order for replenishment is immediately placed. In the meantime, stock 
in the second bin is used to satisfy demand until the replenishment stock arrives. Part 
of the new supply, when it arrives, is used to fill the second bin, which is again placed 
in reserve. The remainder of the replenishment stock is placed in the first bin, where it 
is available for issuing and use. 
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HANDOUT 13.2 


WORKSHEET FOR EXERCISE 13.1 
INVENTORY CONTROL METHOD 


1. What are the advantages of using this method? 


Bie Aa ees 
- At Primary Health Centre At Health Sub-centre 


2. What are the disadvantages of using this method? 


At Primary Health Centre At Health Sub-centre 


3. On the whole, does the group recommend the use of this inventory control method 
at PHCs and sub-centres? 


Yes ge No ed 


Explain your answer. 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1 : LECTURE MATERIAL 


OBJECTIVE OF MATERIALS MANAGEMENT SYSTEM 


Materials management is concerned with providing the drugs, supplies and 
equipment needed by health personnel to deliver health services. The right drugs, 
supplies, and equipment must be at the right place, at the right time and in the right 
quantity in order that health personnel deliver health services. Without materials— 
drugs, supplies and equipment—health personnel cannot work effectively; they feel 
frustrated and the community lacks confidence in the health services. 

Good materials management involves the following procedures: 


1. Taking inventory regularly and systematically 

2. Requisitioning at indenting according to actual needs, forecast based on 
previous three years’ experience 

. Receiving and inspecting incoming items 

. Storing and protecting items 

. Issuing items for use 

. Proper use of items 


Oop Ww: 


Categories of Materials Used at PHC Level 


1. Drugs: Substances used in prevention and treatment of 
illness; they are in the form of tablets, capsules, 
solutions, ointments, injections etc. 

2. Medical supplies : Items used alongwith drugs to provide curative and 
preventive services; examples include bandages, 
cotton wool, needles, syringes, sature material etc. 

3. Non-medical supplies : Non-medical items used by health personnel in 
providing services; examples include fuel, linen, 
clothing supplies, stationery supplies, etc. 

4. Equipment: Movable items used by the personnel which last for 
many years; examples include desks, tables, beds, 
refrigerators, vehicles etc. 

5. Facilities : Non-movable items used by health personnel for 
many years; examples include buildings, latrines, 
wells, fencing etc. 


With inventory control of drugs, medical supplies and non-medical supplies, medical 
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officer is primarily concerned. He is also concerned with regular replenishment of 
items, with equipment and facilities, proper use and preventive maintenance 
(checking equipment and facilities regularly to keep them in good condition is called 
preventive maintenance). 

The lack of proper materials management results in overstocking (causing 
increased losses from pilferage and waste due to spoilage) or understocking (causing 
shortages and hardship). For a PHC, three months’ supply is considered to be an 
appropriate stock level for most items. 


TEACHING ACTIVITY 2 : LECTURE MATERIAL 


MATERIALS MANAGEMENT : POLICIES AND PROCEDURES 


Materials management systems differ from State to State. But, by and large, 
procurement of supplies is made by the Central Medical Stores Depot. They are 
dispatched to the district and from there to the primary health centres. The primary 
health centre has to estimate its demands based on the disease pattern and the 
average demand for drugs in the past three years. 

The trainer has to describe the concept of inventory control, proper indenting 
procedures, maintaining proper registers and taking timely action towards 
replenishing stocks. 

In a tropical country like India, stores are extremely susceptible to deterioration due 
to high temperatures, humidity, and rainfall. Therefore steps to prevent avoidable 
damage to stores need to be highlighted. 

Facilities and equipment are of use to health personnel and patients only if they are 
in good condition. The medical officer must also, therefore, take steps to maintain 
facilities and equipment. 

The medical officer PHC should prepare an inventory of facilities and equipment, 
establish and carry out a programme of regular preventive maintenance, and report 
damage or theft of equipment to higher authorities. 


Guidelines for Materials Management at a PHC 


1. Indenting medical officer should review outpatient and inpatient records for the 
past three or four years and see the types of services provided. He should then 
estimate the type and appropriate quantity of standardised items. Lists are usually 
drawn up at the State or district levels. Indenting should be timely, of course, 
allowing for appropriate time lag from the date of previous indent. 

2. Proper bottling, acounting and labelling are necessary for proper management of 
drugs. 

3. Proper arrangement of the store is also important. Items should be organised so 
that it is possible to locate any item within a few seconds. Labelling should be 
accurate. An index of items should be available in the store. Every store item 
should have tally card with an up-to-date and accurate stock on hand. The medical 
officer should check the tally cards regularly. 
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Maintenance of equipment is important. Instruments will rust if they are not oiled 
regularly. Rubber goods will deteriorate if not preserved with powder. The vehicle 
needs regular servicing by a trained mechanic. 

Inventory control or accounting of stores is essential. Without proper control it is 
not possible to know to whom medicines have been given and how they have been 
utilised. This information is very important from the audit point of view. Without 
proper control, it is not possible to know which items are available. The stock 
register, which give receipts, issues, and balance for each Supply item, should be 
checked by the medical officer at least once every month, and he should make 
physical verification of the drugs alongwith register. Medical officers may check4 
or 5 items at random every day, so that over a period of time all items will be 
checked. 

Training of staff in the proper use and handling of supplies and equipment is 
important. Such training can be made part of the continuing education 
programme at the PHC. Proper preservation of drugs must be adhered to; use of 
drugs before the expiry date should be ensured. 

Prompt reporting of loss, theft or damage so that repairs can be made or 
replacements provided. If any of the items need to be condemned as beyond 
repair, appropriate procedure should be followed and article so condemned 
should be replaced. The condemnation power vests with the chief medical officer 
of the district. However, it is for the medical officer in charge of PHC to bring to 
the knowledge of the chief medical officer the list of such stores and equipment 
that needs to be condemned, alongwith reasons. History sheet for each non- 
consumable store should be maintained at the PHC which should give the 
following information: (a) date of purchase, (b) source of purchase or 
procurement, (c) cost at the time of purchase, (d) cost of maintenance including 
repairs, and (e) reasons for condemnation of the item. 

Carrying out routine preventive maintenance is important. 


TEACHING ACTIVITY 4: DISCUSSION MATERIAL 


INVENTORY CONTROL METHODS 


Exercise 13.1 presents five inventory control methods and asks participants to 
evaluate each method for the appropriateness at PHCs and sub-centres. The methods 
are: 

1. /ntuitive Method: The most simple method perhaps appropriate for a small 


sub-centre with good access to a PHC. 
2. Perpetual Inventory Method. Most commonly used; appropriate for PHC, but 


pharmacist must be diligent in record keeping. Not appropriate for sub- 


centres. 
3. ABC Method: Most sophisticated method; appropriate for district andState 


levels, but probably not appropriate for PHCs. 
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4. VED Method: A practical method; potentially appropriate for PHC and sub- 
centres, but the medical officer would have to take the lead in introducing 


the method. 
5. Two-Bin Method: Also a practical method; appropriate for sub-centres, but 


probably not appropriate for PHCs. 
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MODULE 14 


Vehicle Management 


INTRODUCTION 


This module highlights the medical officer's responsibility for managing the PHC 
vehicle. A group exercise is used to identify and rank according to priority all the 
possible uses of a PHC vehicle. The policies and procedures governing the use and 
maintenance of PHC vehicles are presented and discussed. 

Vehicle transport is necessary for the proper functioning of a primary health centre. 
The primary health care approach emphasises delivery of health services at the 
periphery, which implies use of vehicles for transporting staff and supplies to the rural 
areas. Unfortunately, vehicles are complicated machines requiring proper use and 
maintenance to keep them on the road. Medica! officers have to be good vehicle 
managers in order to ensure that transport is available for carrying out various health 
programmes in their areas. 


OBJECTIVES 


The medical officer will be able to: 
1. determine priorities for the use of the PHC vehicle; 
2. describe the policies, procedures, and proformae governing the use of the 
vehicle; 
3. explain the medical officer's responsibilities in managing the vehicle. 


DURATION : 3 hours (Classroom) 
a es ee Se 


Contents Teaching Teaching 
Methods Aids 
a a, 
1. Uses of a vehicle at a primary Group Handout 14.1 
health centre Exercise 14.1 Chalkboard 
Discussion 
2. Vehicle management policies ’ Lecture Vehicle 
procedures, and proformae Discussion Regulations 
regarding: Log Book 
— how, when, where vehicle 
may be used 
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— Persons authorised to drive vehicle 
— Selection of driver and training 
— Daily vehicle maintenance by driver 
— Routine preventive maintenance at 
district level. 
— Reporting accidents, damage or breakdowns 


Time 
TEACHING ACTIVITIES 
1. Begin Exercise 14.1, determining priorities for the PHC vehicle. Divide 15 min. 
participants into pairs. Give each pair a copy of Handout 14.1. Ask each 
pair to list, and then rank according to priority, eight major uses of the 
PHC vehicle. Allow 15 minutes for this part of the exercise. 


2. Reassemble the class. Ask participants to describe the usesofthe PHC 30 min. 
vehicle, write these uses on the chalkboard. Do not discuss ranking at 
this time. Continue until the class arrives at a complete list of uses. 
Possible uses include: 


. Transporting referral cases to hospital 

. Bringing emergency cases from sub-centres 
Picking up supplies at district hospital 

. Delivery of supplies to sub-centres 

. Transport for special campaigns/ camps 
Lending vehicle to CMO at district level 

. Supervisory visits to sub-centres 

. Attending meetings at district level 

i. Putting vehicle in workshop for routine maintenance 
j. Personal use 

k. Attending meetings in community 


sa -*>O2 QA 90 Tm 


3. Divide the participants into small groups. Ask thegroups torankthe list 30 min. 
of uses from step 2 above, using the space in Part Il of Handout 14.1. 
Allow 30 minutes for this part of exercise. 


4. Reassemble the class. List the ranking on the chalkboard using the 30 min. 
following format: 


USES OF PHC VEHICLE 


1. Transporting referral cases to hospital 
2. Delivering supplies for sub-centres 

3. Transport for special campaigns/camps 
4. 
etc. 
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Lead a discussion of the ranking. What criteria did participants use in 
ranking the uses according to priority. 


Lecture on vehicle management—policies, procedures, proformae. 
Bring copies of all proformae used in vehicle management log books, 
etc. and explain their purpose and how to use them. Focus the lecture 
on the medical officers’ responsibilities in managing the PHC vehicle. 
An assistant engineer (transport maintenance) may be invited to 
deliver this lecture, because the government vehicle regulations are 
complex, and trainers may not know the regulations. Brief the assistant 
engineer thoroughly, so that the objectives of the module are achieved. 
This module may be expanded by asking the assistant engineer to 
demonstrate simple maintenance and repair procedures which 
medical officers might use on PHC vehicles. (See suggested lecture 
material in Notes for the Trainer.) 


Summary and evaluation of learning in Module 14. Ask one participant 
to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 


60 min. 


15 min. 
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HANDOUT 14.1 


WORKSHEET FOR EXERCISE 14.1 
DETERMINING PRIORITIES FOR THE PHC VEHICLE 


PART 1 
Work with your partner to list six major uses of PHC vehicle. Then rank these uses 


according to priority. Number them 1 through 6 in column ‘Rank of Importance with 
number 1 being the highest priority. 


a 
USES OF VEHICLE RANK OF 
IMPORTANCE 


PART Il 
Work with your group to rank the uses of the PHC vehicle. Use a consensus approach 
to decide on the ranking. 


NO. USES OF VEHICLE CONSENSUS RANK 


—_ SS 


Wir) 


| 


o!| ©] Bi nil aojian| & 


— 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 5 : LECTURE MATERIAL 


USES OF PHC VEHICLES 
PHC vehicles are classified into two categories: 


1. General, and 
2. Family Welfare 


The general vehicle is supplied by the State Directorate of Health, and is under the 
administrative control of the Directorate. It may be used to support, any PHC 
programme or activity. 

The family welfare vehicle is supplied by the centrai government. It may be used to 
support only the family welfare programme and family welfare activities. 


Types of PHC Vehicles 


1. Jeep 

2. Standard 20 
3. Matador 

4. Ambassador 


Types of Vehicle Maintenance 


1. Daily maintenance 
2. Regular periodic servicing 
3. Major overhaul 


In vehicle management, as in patient management, prevention is better than cure. 


Difference between Petrol and Diesel Engines 


Petrol Diesel 
1. Fuel is petrol 1. Fuel is diesel | 
2. Ignition by means of an _ 2. Ignition by means of heat 
electric spark from a battery developed by compressing air 
3. Parts needed: carburator, 3. Parts needed: feed pump, 
spark plugs, ignitin coil, battery diesel injection pump, nozzles 


Petrol engines contain more parts, and therefore are more difficult to maintain. 
Diesel engines last much longer time than petrol engines. 
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Organisation of Health Transport Department _ 
(Example from Tamil Nadu) 


Director 
Health Transport Department 


Workshop Superintendent 
Regional Workshop 


Assistant Engineer 
District Workshop 


Service Engineer 
Mobile Workshop 


Medical Officer 
PHC 


Driver 


The goal of the transport department is to keep the maximum number of vehicles on 
the road. 


How, When, and Where PHC Vehicle May be Used 


The PHC vehicle may be used for authorized purposes only. It may not be used for 
personal trips such as shopping or going to the cinema. The medical officer is 
responsible for seeing that the PHC vehicle is used properly. 

The apointed driver is the only person authorised to drive the PHC vehicle. Even if 
health personnel have driving licences, they are not permitted to drive the PHC 
vehicle. 

A driver is selected and appointed based on his good driving skill. He must possess 
a valid driving licence. A driver is expected to do daily preventive maintenance checks 
on his vehicle; for example, check for belt, oil, radiator, tyres, etc. 


Reporting Accidents, Damage, Malfunctioning 


All accidents are reported to the nearest police station. Other damage and 
malfunctioning is reported to the nearest government workshop. 


Problems Regarding PHC Vehicles 


1. Medical officers do not send vehicles for routine servicing. 

2. Many PHC vehicles are old and breakdown often. 

3. POL provisions in budget are not adequate to cover the cost of petrol. 
4. Personal and unauthorised use of the PHC vehicle. 
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MODULE 15 


Patient Referral System 


INTRODUCTION 


This module describes a patient referral system and how it should operate at the PHC 
level. The policies, procedures, and use of referral slips are discussed, followed by two 
practical exercises. During the first exercise, medical officers use short case studies to 
practise the triage and sick/well referral methods. A referral slip for use between 
sub-centres and the PHC is developed during the second exercise. The module 
suggests that medical officers use this sub-centre referral slip as a starting point for 
improving the patient referral system within the PHC area. 

A good patient referral system is an essential component of primary health care. As 
health services are extended to rural areas, and as more and more responsibility for 
health care is placed on paramedical staff, a good patient referral system becomes the 
means for ensuring that quality health care is received by all patients. InIndia, medical 
officers at PHCs are responsible for establishing and maintaining a functioning patient 
referral system at the PHC level. Consequently, medical officers need training in the 
management of a PHC referral system. 


OBJECTIVES 
The medical officer will be able to: 


1. describe policies, procedures and referral slips used in the patient referral 


system; 
2. use a systematic and consistent approach for selecting patients for referral; 


3. develop a patient referral slip and guidelines for using it. 


DURATION: 3 hours 30 minutes (Classroom) 


Contents Teaching Teaching 
Methods Aids 
1. Description of patient referral Lecture Chalkboard 
system at PHC level, including the Discussion 


policies, procedures, organisation 
and referral slips. 


2. Systematic approaches to patient Lecture Handout 15.1 
referrals: triage and sick/well } Case Studies 
concepts. Exercise 15.1 
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3. Referral slip for health sub-centre: Lecture Handout 15.2 


content, format, guidelines Group Chalkboard 
Exercise 15.2 Govt. Referral 
Slips 


—_—$__—_— 


TEACHING ACTIVITIES 


: 


Lecture on the patient referral system at PHC level. Describe the 
policies, procedures, and referral slips used. Bring a copy of the 
government referral slip. Use the chalkboard to illustrate the levels of 
the referral system. The lecture should outline the ‘ideal system, and 
encourage the participants to compare this ideal with the real situation 
at their PHCs. Also introduce and discuss the triage and sick/well 
concept and how they are used in a patient referral system. (See 
suggested lecture material in Notes for the Trainer.) 


Begin Exercise 15.1, Referral of patients. Distribute copies of Handout 
15.1 and allow participants 15 minutes to fill it out. 


Reassemble the class. Lead a discussion based on the information on 
the worksheet. Ask participants to explain their answers. A medical 
doctor should lead this discussion. 


Begin Exercise 15.2, Developing a sub-centre referral slip. Distribute 
copies of Handout 15.2. Divide participants into small groups. Ask each 
group to fill up the worksheet. Allow 45 minutes for this part of the 
exercise. 


Reassemble the class. Lead a discussion based on Handout 15.2. Ask 
one group to draw its sub-centre referral slip on the chalkboard. Let 
other participants offer suggestions. Arrive at a consensus on content 
and format for a sub-centre referral slip. Then ask another group to 
draw their flow chart on the chalkboard. Let other participants offer 
suggestions, and achieve a consensus. Emphasise that medical 
officers have the authority to introduce and use this referral slip at the 
sub-centres in their areas. 


Summary and evaluation of learning in Module 15. Ask one participant 
to summarise what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 
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15 min. 


30 min. 


45 min. 


45 min. 


15 min. 


HANDOUT 15.1 


WORKSHEET FOR EXERCISE 15.1 
REFERRAL OF PATIENTS 


- 


Patient 1 


Woman (age 28) presenting to sub-centre with anaesthetic white lesions on hands, low 
grade fever. Five children, one still birth, one spontaneous abortion. Lives one hour 
from sub-centre, two hours from PHC, in poor area. Norecent discovery of disease, no 
regular source of medical care. 


Patient 2 


Male (age 40), farmer, three children, vasectomised. Seen in PHC for backstrain. 
Consulted ayurvedic physician. Complain of muscular weakness, walks with peculiar 
gait, pupil sizes unequal, frequent changes in mood. BP /Respiration/ Pulse normal. 
Cannot take time off because of the harvest season. 


Patient 3 


Male (age 18 months), persistent diarrhoea and weight loss. Normal weight or APGAR 
score at birth. Low grade fever, skin rash, no appetite. One of six children of a 
shopkeeper living in village, half hour distance from PHC; seen by health guide. 


ANSWER THE FOLLOWING PATIENT 1 PATIENT 2 PATIENT 3 
QUESTIONS 


1. What is the triage category 
of this patient? 


2. What is the sick/well 
group of this patient? 


a 


3. What are the special 
complicating factors? 


4. Would you refer this ; 
patient? Where? | 


—— nt 
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HANDOUT 15.2 


WORKSHEET FOR EXERCISE 15.2 
DEVELOPING A SUB-CENTRE REFERRAL SLIP 


Assuming that no patient referral slip for sub-centres presently exists, work with your 
group to develop the format, routing and content of a sub-centre referral slip. Begin 
with the content. Having decided the content, sketch a referral slip in the space 
provided. Then decide who needs a copy of a sub-centre referral slip, and draw a flow 
chart showing the movement of referral Slip. 


CONTENT OF REFERRAL SLIP DRAW A SUB-CENTRE REFERRAL SLIP 


What essential information must be 
included on the slip? 


PEOPLE NEEDING A COPY OF DRAW FLOW CHART FOR 
REFERRAL SLIP REFERRAL SLIP 


Who should receive copies of the 
referral slip? 


TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1 : LECTURE MATERIAL 


PATIENT REFERRAL SYSTEM 


health guides have been trained. Likewise, beyond the block level, district 
hospitals and regional hospitals are available for complicated cases. These resources 
must be used to offer health services at the appropriate level. Patients should be directed 
and motivated to obtain services at that level. Medical officers atthe PHC level need to 
assure the population about the existence of a patient referral system to and fro the 
periphery and the availability of various health care facilities. 


Triage and Sick/Well Concepts 
Triage is used in referral systems to sort patients into three Categories: 


Category 1 : Fatal conditions; life cannot be saved even with treatment. 

Category 2 : Serious conditions; life can be Saved, but only with immediate 
treatment. 

Category 3 : Minor conditions; life not threatened, and treatment can be safely 
delayed. 


In anemergency situation, or if resources are limited, Category 2 patients receive 
priority. This concept can be applied to patient referrals at a PHC to help the staff 
decide which patients need to be referred to the district hospital. 

The sick/well concept can also be applied at PHCs to help the staff refer patients to 
an appropriate place. The sick/well concept is diagrammed below : 


(As perceived by patient) 


(As perceived by medical officer) 


Group 1 : Sick, and patient knows he is sick 
Group 2 : Sick, but patient thinks he is well 
Group 3 : Well, but patient thinks he is sick 
Group 4 : Well, and patient knows he is well. 


Category 3 is sometimes known as the ‘worried well’ and may need other social 
services rather than medical care. Category 4 is an appropriate target for preventive 
services, but not curative services. Using the sick/well concepts in a referral system it 
is possible to ensure that the sick obtain health care and that inappropriate cases do 
not clog the referral system. 


TEACHING ACTIVITY 5 : DISCUSSION MATERIAL 


REFERRAL SLIPS 


A patient referral slip is used for communication between the sending and receiving 
health facility. Obtain copies of the government referral slip used by medical officers 
participating in this training. Distribute copies of the government referral slip so that 
the medical officers may refer to them during the lecture. 

Government referral slips contain much, sometimes too much, information. Long, 
complicated referral slips take time to fill up and discourage PHC staff from using 
them. At a minimum a referral slip should contain: 


. Patient’s name, address, and identification number 
. Presenting complaint 

. Treatment given (if any) 

. Reason for referral 

. Name and job title of person making referral 

. Location of facility making the referral 

. Date and time of referral. 


NOORWN— 


For a sub-centre, these six pieces of information are sufficient when referring 
patients to the PHC. It is entirely within the authority of a medical officer to design a 
simple sub-centre referral slip and begin using it in his area. 


Guidelines for Sub-centre Patient Referrals 


Step x Discuss with the family members accompanying the patient. Tell the family 
approximately how much money they will need to cover expenses. Explain where the 
PHC is located and how to travel there. Help to arrange transportation. 


Step 2 : Fill up the patient referral slip. Write all the necessary information. Sign and 
date the referral slip. 


Step 3 : Make sure the person accompanying the patient knows how to care for the 
patient properly during the journey. Give the referral slip tothe person accompanying 
the patient. Tell this person to hand over the referral slip to the PHC staff. 
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Step 4 : If possible, notify the PHC that the patient is coming and the estimated time 
of arrival. 
Sample Sub-centre Referral Slip 


Here is an example of a simple sub-centre referral slip. Compare this example with 
sub-centre referral slips developed by participants in Exercise 15.2. 


PATIENT REFERRAL SLIP 


Name of Patient ___ 
Home Address 
Identification No. 
Presenting Complaint 


Treatment Given ce a a ae Io a Ph Re | 


Reason For Referral eee eee 


Name of Health Worker 


Name of Sub-centre a RS Ee i a ee ee 
rN tek A ee 2 2S ORME 
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MODULE 16 


Using Management Analysis to 
Strengthen PHC Management Systems 


INTRODUCTION 


This module introduces medical officers to a simple management analysis technique 
which they can use to strengthen the management systems at primary heaith centres. 
The module presents eight (8) basic management Ssysterns which are needed to 
support the health programmes and activities ata PHC. A field exercise is used to give 
medical officers practice in carrying out an actual management analysis study of a 
PHC management system. 

Poor management is one of the greatest obstacles to achieving the goal of 
HFA/2000. Management development involves training health personnel in 
management and also improving the management systems within which they work. 
The management modules so far discussed are aimed at the first area: training health 
personnel in management. But module 16 is aimed at the second area of management 
development: improving management systems. Genuine management development 
requires that we simultaneously improve management skills through training and 
improve management systems through analysis and redesign. Medical officers are in 
a position to use effectively simple analysis techniques to improve the management 
systems at PHCs. 


OBJECTIVES 


The medical officer will be able to: 
1. list the basic management support systems at a PHC; 
2. describe the management analysis process and how to use it to strengthen 
the management support systems at a PHC; 
3. use the management analysis process to conduct a management study and 
make recommendations for strengthening PHC support systems. 


DURATION : 3 hours 45 minutes (Classroom) 
3 hours (Fieldwork) 


Contents Teaching Teaching 
Methods Aids 
1. Eight basic management support Lecture Chalkboard 
systems; steps in the management Discussion 
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analysis process; how to use management 
analysis to strengthen PHC management systems 


2. Procedures and forms for conducting Field Handout 16.1 
a management analysis study; Exercise 16.1 Handout 16.2 
implementing recommendations for ; Group Handout 16.3 
improving PHC management systems. Exercise 16.2 


TEACHING ACTIVITIES Time 


1. Lecture on eight basic management systems and the management 45 min. 
analysis process. Use the chalkboard to list the management systems 
and the steps in the management analysis process. (See suggested 
lecture material in Notes for the Trainer.) 


2. Begin Exercise 16.1, conducting a management analysis study. 30 min. 

Distribute copies of Handout 16.1. Divide the participants into small 
groups. Assign each group one of the eight management systems. 
Allow groups 30 minutes to make a list of questions they are going to 
ask during the visit to a PHC. Tell the groups that it is more efficient to 
divide up the questions, so that each member of the group takes 
responsibility for gathering certain specific information. The objective 
is to gather as much information as possible about the management 
system in the short time available. 


3. Arrange the field visit. It is best if each group visits a different PHC. 3 hrs. 
Allow 3 hours at the PHC. Distribute several copies of Handout 16.2 for 
participants to use for collecting information during the field visit. 


4. Reassemble the class at the training centre. Begin Exercise 16.2, 60 min. 
findings, conclusions and recommendations. Distribute copies of 
Handout 16.3, and allow participants 60 minutes to organise the 
information gathered during the field visit into findings and 
conclusions andrecommendations. Tell participants that Handout 16.2 
contains the information needed for this part of exercise. Emphasize 
that the recommendations should be practical and feasible. 


5. Reassemble the class. In order to save time, ask each group to write QO min. 
only its recommendations on the chalkboard. Use this format in order to 
focus the participants on the medical officer's role in improving PHC 
management systems: 


RECOMMENDATIONS FOR IMPROVING THE ACTIONS WHICH MOs CAN TAKE TO 
MANAGEMENT SYSTEM IMPLEMENT THIS RECOMMENDATIONS 
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lf recommendations are practical and feasible, it will be easy to 
identify actions that medical officers might take. Summarize this 
module by explaining that Management analysis is a tool to help 
medical officers, strengthen the management systems atPHCs. If used 
correctly, management analysis is a powerful tool. 


Summary and evaluation of learning in Module 16. Ask one participant 
to summarize what he/she has learned in this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is Satisfied that the objective 
of the module has been achievec. 


15 min. 
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HANDOUT 16.1 


GUIDELINES FOR EXERCISE 16.1 


CONDUCTING A MANAGEMENT ANALYSIS STUDY 


Instructions: Your group has been assigned a PHC management system to 
analyse. Later you visit a PHC to gather information for preparing your group's 
management analysis. Use this guideline to help you make a list of questions to ask at 
the PHC. Plan how your group is going to gather the information. Divide up the work, 
with each group member taking responsibility for gathering certain specific 
information. 

Find your group's management system in the list below, and use the question as a 
guide to help you make your own list of questions. 


A. Drug and Medical Supply Management 


— 


oun 


. ls an indent for drugs prepared regularly? 
. Is there regular delivery of drugs/ medical supplies from district depot to sub- 


centres? 


. Are drug shipments checked when received for accuracy, quality and 


completeness? 


. Are drugs and medical supplies stored properly and securely? 
. Are outdated drugs returned to district depot or destroyed? 
. What inventory control method is used at PHC? at sub-centres? Is it working 


well? 


, eA. 


B. General Supply Management 


Fs 


OnhWN 


Is an indent for general supplies (stationery, cleaning materials, etc.) prepared 
regularly? 


. Are general supplies stored properly and securely? 

. What inventory control method is used for general supplies? Is it working well? 
. Is there an adequate stock of general supplies at the PHC? at sub-centre? 

. Ils imprest money used to purchase general supplies? 


Etc. 


C. Facilities and Equipment Management 


be 
2. 
3. 
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Is there a current inventory of equipment at PHC? at Sub-centre? 
Is the PHC well-equipped? Are any important items missing? 
Is the PHC building in good repair? 


onour 


is there a system of preventive maintenance for major pieces of equipment? 
ls there a safe and adequate water supply? 

ls there sanitary sewerage disposal? 

ls an indent for equipment prepared regularly? 

Etc. 


D. Transportation Management 


1. 


oo 


How many vehicles at the PHC? What is the condition of the vehicles? 


2. Is there a vehicle schedule posted in the PHC? 
3. 
4. Do staff use other transportation besides the PHC vehicle (bicycles, buses, 


Is the vehicle sent for routine servicing? (Check the logbook) 


other government vehicles). 


_ Is transport adequate for this PHC? 


Etc. 


E. Communication Management 


+, 
Z. 
3. 


4. 
5. 


How does this PHC communicate with district level? with sub-centres? 

Do staff carry message to district? sub-centre? community? 

Does the PHC use telephone, telegram, postal service? For what type of 
communication? 

Is the communication system adequate? 

Etc. 


F. Personnel Management 


1 


_ Are informal performance appraisals done regularly? Does the MO meet 


privately with individual staff to discuss their annual confidental reports? 


_ Are all positions at the PHC filled? 
_ Are regular supervisory visits made to sub-centres to health guides and trained 


dais? 


_ Is there a written job description for each staff member? 
_ Is there a regular in-service training programme at the PHC for all categories of 


staff? 


_ Are new staff given proper orientation at PHC? 
Ae 


. Financial Management 


. 
> 
3. 


Is cash stored in a Safe place? , 

Are the imprest procedures well understood? 

Does the MO review PHC budget needs annually and submit requests to district 
level? 


_ Are TA/DA advances handled properly? 
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5. Are salaries and allowancese paid promptly? 
6. Ete. 


H. Information Management 


¥: 


Ooh W PD 


~ 
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Are records, registers, and reports prepared regularly? Are they accurate? Are 
they neatly organised? 


. Are charts and maps up-to-date and displayed at PHC? 

. Are posters used effectively at this PHC? 

. Are adequate supplies of proformae and notebooks kept at the PHC? 

. Does _ the PHC have a good filing system? 

. Are old and outdated records disposed of regularly according to proper 


procedures? 


Y Ete 


HANDOUT 16.2 


WORKSHEET FOR EXERCISE 16.1 
CONDUCTING A MANAGEMENT ANALYSIS STUDY 


Instructions : Use this worksheet to gather information about a management system at aPHC. Interviews, informal 
discussions, observations, and review of records may be used to gather information. Note problems and 
suggestions for improvement offered by the PHC staff. 


INFORMATION ABOUT THE MANAGEMENT SYSTEM PROBLEMS SUGGESTIONS FOR IMPROVEMENT. 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


TEACHING ACTIVITY 1 : LECTURE MATERIAL 


MANAGEMENT SYSTEM AND ANALYSIS PROCESS 


The eight basic management Systems needed to support health programmes at 
primary health centres are: 


1. 


2. 


Drugs and medical supplies: This system is used to procure, store, 
distribute, and control the use of drugs and medical supplies. 

General supplies: This system is used to Procure, store, distribute and 
control the use of administrative, office, and other non-medical supplies. 


. Facilities and equipment maintenance: This system is used to protect health 


facilities and equipment from deterioration and to help prolong their useful 
life through regular preventive maintenance and repair. 


. Transportation: This system is used to provide, protect, and manage 


transportation resources needed to move health personnel, patients, and 
Supplies. 


- Communication: This system is used to provide, protect, and manage 


communication resources that link health personnel to each other, to their 
Supervisors and to patient referral centres. 


- Personne!/: This system is used to plan, recruit, employ, supervise, and 


evaluate health manpower. 


. Finance: This system is used to plan, obtain, control and use financial 


resources. 


. Information: This system is used to gather, organise, report and use data for 


planning and managing the various PHC health programmes. 


The Management Analysis Process 


Management analysis is the study of causes of and alternative solutions to 
management problems. It is concerned with identifying problems, isolating their 
causes, and developing alternative solutions, within a given situation. A ma nagement 
analyst looks at a system in terms of its objectives, organisation, resources, and 
operating procedures. He systematically breaks down large management problems 
into their component (smaller) parts to understand and solve problems. 

The steps in the management analysis process are: 


Step 7 ; \Identifying the management system to be studied. 
Step 2 : Develop a plan for conducting the study. 
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Step 3°: 
- Summarise and analyse the information. 
Step 5 : 
Step 6 : 


Step 4 


Step 7: 
Step 8: 


262 


Gather information about the system. 


Identify possible solutions to problems. 

Describe findings, conclusions, and recommendations in a written 
report. 

Present oral report of findings, conclusions and recommendations. 
Help implement the recommendations for improving the 
management system. 


MODULE 17 


Providing Management 
Training for Subordinates 


INTRODUCTION 


This module improves medical officers’ training skills and ability to manage PHC 
training programmes. The module includes available training resources to support 
PHC level training and a checklist to assist medical officers in organizing and 
managing training programmes. Each medical officer uses one of the management 
training modules in this series to plan and conduct an actual training session for a 
subordinate. 

Medical officers are supervisors of PHC staff. One of the important responsibilities 
of supervisors is to maintain and improve the skills of subordinates through 
continuing education and training. The management training modules for health 
assistants, health workers, health guides and da/s were prepared so that medical 
officer would have the materials they need to provide management training for these 
categories of workers. 


OBJECTIVES 
The medical officer will be able to: 


1. list the training resources available to Support PHC level training 
programmes; 

2. use a checklist for organising and managing training programmes; 

3. describe the types of training programmes carried out at PHC level; 

4. use management training modules to prepare a lesson plan on a 
management topic; 

5. conduct a management training session. 


DURATION : 4 hours 45 minutes (Classroom) 
4 hours (Fieldwork) 


So a ne en RR a A 


Contents Teaching Teaching 
Methods Aids 
nn 
1. Training resources available to Lecture Handout 17.1 
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4. 


support PHC level training; Discussion 
checklist for organising and 
managing training programmes. 


_ Types and duration of training Questionnaire Handout 17.2 
programmes conducted at PHC Discussion 
level. 

. Management training modules for Demonstration Management 
health assistant, health workers, Individual Modules 
health guides and dais; five Exercise 17.1 Chalkboard 


parts of a lesson plan, preparation 
of a lesson plan on a management 


topic. 
Conducting a management training Field Lesson 
session Exercise 17.2 Plan 


ES ee eee 


TEACHING ACTIVITIES 


iz 


Lecture on training resources available to support PHC level training. 
Training resources include the regional health and family welfare 
training centre, block extension educator, PHC staff (especially the 
medical officers and health assistants), and district personnel. 
Distributes copies of Handout 17.1, and discuss the checklist with 
participants, who may write notes in the space provided in the handout. 
Emphasize that medical officers are responsible for organising and 
managing training programmes at PHCs. They have staff to assist them 
in carrying out this responsibility (for example, the BEE), but the 
medical officers are ultimately responsible for this important 
management function of training. 


Distribute copies of Handout 17.2, and allow participants 10-15 
minutes to answer the questions. Participants should work alone. Then 
lead a discussion of the types and duration of training programmes at 
PHC level. (See suggested discussion material in Notes for the Trainer). 
Distribute copies of the management training modules for health 
assistants, health workers, health guides and dais, review the content 
and format of the modules with the participants. It will save time if 
copies of these modules are made available to participants for reading 
prior to this session. 


Begin Exercise 17.1, preparing a lesson plan. Outline on the 
chalkboard the five essential parts of a lesson plan: 


1. Learning objectives 
2. Content (Topics) 

3. Teaching methods 
4. Teaching aids 
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Time 
30 min. 


45 min. 


45 min. 


90 min. 


5. Evaluation method 
(See background material on training in Notes for the Trainer.) 


Each participant should select a management topic and prepare a 
lesson plan. Encourage participants to use topics covered in their own 
management training or in the management training modules 
discussed in Step 3 above. Allow 90 minutes for this exercise. Trainers 
should offer guidance and assistance during this exercise. Participants 
who complete the exercise early may discuss their lesson plans with 
each other. 


Begin Exercise 17.2, conducting a management training session. 
Arrange for the appropriate categories of health personnel to be 
available as trainees. Field visits to several sub-centres may be 
arranged, or trainees may be assembled at one PHC. Training may be 
one-to-one, or as a class. Instructors and other participants should 
observe each session in order to be able to give feedback to the 
participant on how well the session has been conducted. 


After all the training sessions are completed, assemble the class 
(together with the trainees, if possible). Lead a discussion of the 
exercise. Focus on the effectiveness of the training. What did the 
trainees learn? What did the participants learn? 


Summary and evaluation of learning in module 17. Ask one participant 
to summarize what he/she has learned in.this module and how they 
plan to use it in their work. Comments from other participants and 
discussion should follow until the trainer is satisfied that the objectives 
of the module have been achieved. 


4 hrs. 


60 min. 


15 min. 


265 


HANDOUT 17.1 


CHECKLIST FOR ORGANISING AND MANAGING A 
TRAINING PROGRAMME 


Organising and managing training programmes at the PHC is one of your 
responsibilities as a medical officer. This checklist is designed to assist you in 
systematically organising and managing a training programme. 


a a ee 


ACTIVITIES NOTES 


a ee 


1. PLAN THE TRAINING PROGRAMME 


a. Identify training needs of Consultant supervisors; observe 
PHC level health personnel. workers at sub-centres 

b. Decide the appropriate type Consult BEE 
of training; 


— Classroom instruction 
— On-the-job training 
— Others 


c. Identify resources needed to 
carry Out training: 
— staff 
— facilities 
— equipment and supplies 
— training materials 


d. Decide location of training 
— atsub-centre 
— other 
— in community 


e. Set dates and duration of the 
training 


2. PREPARE FOR THE TRAINING 
PROGRAMME 


a select and orient trainers 
(including guest lecturers) 


b. select and invite participants 


c. develop training programme 
policies: 
— hours of instruction 
— responsibilities of staff 
responsibilities of participants 
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— use of classroom and 
facilities 
— others 


d. Develop evaluation procedures Cousult BEE 
for: 
— participants 
— trainers 
— the training programme 


e. Prepare training sites 
Classroom, PHC, sub -centre 
community 


f. Prepare training materials and 
exercises: lecture notes, reading 
material, student handouts, 
visual aids, role-plays, 
case studies, etc. 


g. Prepare training schedule 


h. Prepare lesson plans for 


each day. 
i. Field test the important Optional, if time and 
training exercises. opportunity available 


3. CARRY OUT THE TRAINING 


PROGRAMME 

a. conduct the training session 

b. monitor participants and staff Do daily, so adjustments 
performance can be made immediately 


4. EVALUATE THE TRAINING 


PROGRAMME 
a. Evaluate changes in 
participants’ 
— knowledge Test before and after 
— skills (written or verbal) 
— attitudes Demonstration before 


and after 
Discussion on question- 
naire before and after 


b. Visit participants 3-6 months 
after the training 
programme and evaluate 
appropriateness and 
effectiveness of the 
training programme. 


rn 
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TRAINER NOTES 


NOTES FOR THE TRAINER 


BACKGROUND READING FOR TRAINER 


INTRODUCTION TO TRAINING METHODOLOGY 


Training implies that the trainer can influence the performance of the individuals 
under their supervision. To understand how you can influence change, examine the 
diagram below. It shows three levels of personal change: knowledge, attitude and 
behaviour. The easiest level to change is knowledge by providing facts or information. 
But the acquisition of information does not necessarily mean change in an individual's 
attitude to resolve job related problems. Information must be translated into action 
(behaviour) for improved performance/resuit. In fact, before individual behaviour 
change occurs, it may first require an attitude change, since much of our behaviour 
depends on attitude. The objective of training is behaviour change, the kind of change 
which results in action and improved job performance. 


Level of difficulty in personal change 


Knowledge 


Behaviour 
(Action) 


Easier to change 


More difficult to change 


Characteristics of the Adult Learner 


Adult education theories are based on research findings and certain assumptions 
about the nature of people and the process of human development. Adult learning 
differs from non-adult learning in the following ways: 


1. Difference in self-concept: A child is a dependent person at birth, but 
becomes independent, as he/she grows. Because adults are more 
independent, the training approach must be different. 

2. Difference in experience: Adults have broad experience upon which to draw 
and to share with others. 

3. Difference in readiness to learn: Adults wish to learn what they need to 
know, not what they are told to learn. 
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4. Difference in perspective: Adult learning stresses immediate application; 


adult orientation to learning is problem-centred, not subject-centred. 


Recent research has uncovered at least seven factors concerning the adult learner 
which appear worthy of consideration in the development of any training programme. 
In brief, they are: 


i, 


2: 


Intelligence does not decline after age 30 or 35, but continues almost 
unchanged until about age 65 years. 

Adult slow down in reaction time as they grow older; they do not see or hear 
as well as they did at age 20. 

Chronic physical problems such as heart disease, diabetes, and 
hypertension may slow down learning. 

Adults may have problems unlearning some things, but under supportive 
training they are capable of doing so. 

If new material is based on their past experience, adults learn faster than 
children. 

Adults do not generally like COAIDOHIUIE class situations. Comprising people 
and disciplinary measures are inappropriate for adult learners. Adult works 
better in a cooperative and non-competitive setting. 


. Many adults come to training classes with some insecurity and anxiety 


about their ability to learn. Anxiety must be reduced for learning to be 
maximised. 


Training Methods 


There are many training methods. In the following pages, three methods—lecture, 
demonstration, and role-play are described in detail, because training at the PHC level 
is likely to use these methods most frequently. 


Lecture 


A lecture is a carefully prepared oral presentation of information presented for the 
purpose of making others understand the information.A lecturer tries to motivate or 
influence the listeners. Factors which influence the choice of lecture as the training 
method are: 


i 
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the trainers’ degree of knowledge versus the group knowledge. Where is the 


knowledge? If it is in the group, the trainer should use the group and not a 
lecture. 


. the size of the training group, a group of 20 or more; almost requires a 


lecture. 
time available; a lecture is quick. 


. goals of the training lectures are useful for improving knowledge, but not for 


developing skills. 


Advantages of a Lecture 


1. conserves time; much information can be covered 

2. persuasive method if the lecture is good 

3. provides a system and order for a large number of facts 
4. can make effective use of visual aids. 


Disadvantages of a Lecture 


may be dull 

. lacks group Participation 

requires careful research for preparation 
requires speaking ability 

focuses on the trainer rather than the trainee. 


UP ON 


Characteristics of a Good Lecture 


1. motivates group interest and links the subject matter to the interest, 


values, and needs of the training group; 
2. well organised and orderly sequence; clear transitions; 
3. well developed, complete and logical. 


How to Prepare for a Lecture 


1. Analyse the training group. Assess what trainees know already their needs 


and characteristics; 


2. Determine the goals to be accomplished. What do the trainees need to 


know? How will it be used? 


3. Outline the main points and do necessary research. Limit the lecture to three 


or four main points. 


4. Develop and support the main points. Several lecture techniques may be 


used depending on the objective. For example: 


a. to instruct, a \ecturer explains, defines, describes. 


b. to persuade, a lecturer appeals to reason, emotions, feelings. 


c. to i//ustrate, a lecture uses comparisons, statistics, quotations, examples. 
5. Inspect the training room. For example, are chalkboard and materials 


available. 


Sample Outline of a Good Lecture 


|. Lecture topic: (title) 
Il. Objective (one sentence) 
Ill. Composition of training group: (paragraph) 
IV. Introduction 
1. Interesting and arousing opening sentence to gain attention 
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2. Relate the topic to the group to establish common interest 
V. Body 
1. Statement of purpose and summary of main points 
2. Examples 
3. Illustrations 
4. Full development of sub-points with examples and illustrations. 
VI. Conclusion 
1. Summary of points 
2. Application of this material 


Demonstration 


A demonstration is a carefully prepared presentation to show how to perform a skill or 
procedure. The basic process is: demonstrate, discuss, and practice. The 
demonstration may be selected when you want to: 


1. train how to perform a skill or use a new procedure 
2. promote confidence that a procedure can be useful 
3. promote interest in learning and using a procedure 
4. take advantage of the presence of an expert in a certain skill. 


Advantages of a Demonstration 


1. allows practice under expert guidance 

2. immediate correction of error 

3. more direct experience of learning than oral or written presentation of same 
material. 


Disadvantages of a Demonstration 


1. may be expensive, awkward or inconvenient 
2. restricted to a small number of trainees (one-to-one is best) 
3. poor demonstration has a negative effect on trainees. 


Characteristics of a Good Demonstration 


used to present demonstrable procedures 

given by a qualified trainer who is accepted 

makes use of real, not simulated, equipment (situations may be simulated) 
. gives each trainee a chance to practice 

- demonstration fits within time frame allotted 

provides a way for trainees to show evidence of skill learned. 


le elt ak ll” 


How to Prepare and Present a Demonstration 


1. analyse the training group; determine their interests 
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2. determine the goals of the demonstration 
3. select 

— demonstrator: if more than one is required, they should be able to work 
together smoothly. 

— commentator: can be used to explain what someone else is doing, must 
be as much an expert as the demonstrator; commentary must not 
distract from the demonstration. 

— chairman: handles arrangements, introduces demonstrators, 
concludes the session. Does not have to be an expert. 

4. write up a scenario or Script. 


Sample Outline of a Good Demonstration 
|. Prepare the Trainees 


put them at ease 

State the skill to be learned 

. find out what is already known about the skill 
get them interested in learning the skill 
arrange them in correct position to learn. 


a aN 


ll. Present the Demonstration 


1. describe, demonstrate, and _ illustrate means to elaborate on the 
demonstration with examples, comparisons, pictures, etc. 

. take one step at a time—follow an orderly sequence 

Stress key points or the most difficult points 

tell about the precautions 

summarise, repeat and question to establish understanding. 


oR wN 


lll. Practice Performance 


1. trainee performs the task 
2. trainee identifies area of difficulty and stress key points. 
3. make sure trainee understands by asking 


Muny GO YOU ...5. 03... ? 

What would happen if.......... ? 
What else do youdo.......... ? 
What do you do next...... cag gt ¢ 


4. Repeat where necessary. 


IV. Alter the Demonstration 


1. put trainee on his own 
2. designate a helper to follow up and assist. 
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Structured Role-Play 


Role-play is a directed method of human interaction that involves realistic behaviour in 
imaginary situations. Its purpose is to teach. There are two principal types of role-play: 
(1) spontaneous—a technique that offers insight into personal behaviour; and (2) 
structured—instructional process that focuses on facts and relationships through 
enactment of roles. 

A structured role-play may be covert or open-Under open conditions, all information 
is known to all participants with no secrets or special instructions. Under covert 
conditions, certain information is withheld or special instructions are given to the 
players independently. 

A role-play 


1. does not require dramatic ability; it is not directed at an audience 
2. should clearly illustrate the principles to be taught 
3. must be under the firm control of the trainer. 


Use a role-play when the goals are in the areas of human relations problems, 
leadership training, changing attitudes, and problem-solving. 


Advantages of a Role-Play 


1. maximises active role of trainees 


2. gives players and observers the opportunity to learn through observation 
and feedback 


3. offers rapid communication of personal values and attitudes. 
Disadvantages of aRole-Play 


1. high risk method for the trainer, because trainees may feel embarrassment 
or lose confidence in trainer 

2. requires control and precise learning objectives 

3. difficult to evaluate for effectiveness 

4. may cause fear and anxiety in trainees 

5. may cause trainees to lose sight of the subject matter. 


Characteristics of a Good Role-Play 


precise statement of training objectives 

based on thoroughly researched case data 

well defined roles *s 
role players given preparation time 

observers prepared for the role-play 

structured enactment and post enactment. 


OaPeenr> 


How to Prepare and Enact Role-Play (Structured) 
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|. Write up 


1. identify a general problem area 
2. collect data—facts, typical incidents, etc. 
3. determine specific training objectives 
4. write the role-play. 
— description of background and Settingt 
— description of each trainees role 
— observation guides to assist group is analysing role-play 
5. prepare a discussion plan to assist in developing key points when the role- 
play is complete. 


ll. Enactment and discussion 


1. describe the problem area 
2. pre-role-play discussion to allow some personal identification with the 
problem | 
3. distribute materials: 
— observer forms 
— background information 
- — role descriptions (ahead of time for covert) 
— establish understanding by asking each role player ‘‘What do you 
understand to be the essentials of your role’? 
4. enactment of 10-15 minutes. Keep the enactment: 
— controlled; do not allow the trainees to change the problem under 
discussion 
— Strictly time. 
5. after the role-play, discuss 
— problems 
— issues raised 
— relationships 
— alternative strategies. 


TEACHING ACTIVITY 2: DISCUSSION MATERIAL 
we EE ESE IRI EET 


CATEGORY OF TYPE OF DURATION TRAINERS 
HEALTH PERSONNEL TRAINING 
a 
1. Dai Basic 30 days MO, HA(F) 
HW(F) 

2. Health Guides Basic 3 months MO, BEE, 

HA(M & F) 

HW(M &F) 
3. Health Worker (F) In-service 6 weeks MO, BEE 

HA (F) 
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4. Health Worker (M) In-service 8 weeks MO, BEE, 


HA(M) 
5. Health Assistant (F) In-service 6 weeks MO, BEE 
(2 weeks 
at HFWTC) 
6. Health Assistant (M) In-service 8 weeks MO, BEE 
(2 weeks 
at HFWTC) 


7 Etc. 


TEACHING ACTIVITY 4: BACKGROUND MATERIAL EXERCISE 17.1 


PREPARING A LESSON PLAN* 


A lesson plan is an outline to guide you in organizing a training session. A lesson plan 
may be general or specific; however, as a minimum it should include five things: 


1. Learning objectives — What specifically do you want the trainee to learn 
during the training session. 

2. Content — What information will you give to the trainee. 

3. Teaching methods — How will you teach the content listed in number 
2 above. 

4. Teaching aids — What materials (such as visual aids) or what 


equipment (such as a chalkboard) will you require 
to teach the session. 

5. Evaluation method — How will you know whether the trainee has 
learned what you have taught. 


1. Objectives of Training 


In order to make the training relevant and effective, you must first be clear what you 
want to achieve through this training, /.e. what is the objective or goal of the training. 
This will depend on whom you are training and will be determined by the background, 
previous training and activities or job functions of the trainee and what the trainee 
needs to learn in order to function more effectively. 

To be able to decide on the objectives of training, you must be familiar with the tasks 
which the worker is expected to carry out. Each of these tasks will require that the 
worker should possess certain knowledge, skills and attitudes. You must therefore 
identify the knowledge, skills and attitudes which are needed to perform these tasks 
and base the objectives of the training on these. 

For instance, one of the job functions of your health workers is to give BCG 
vaccination to all infants up to one year. This involves several tasks, one of which is to 
reconstitute the vaccine. On your field visits you may have found that the health 
workers are not handling and reconstituting the BCG vaccine in the right way. It is, 
therefore, important for them to: 


*Manual for Health Assistants (M&F), Ministry of Health and Family Welfare, Government of India, New 
Delhi,1982, pp. 71-74. 
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— know why it is necessary to protect BCG vaccine from light (knowledge); 
— be able to carry out all the steps for reconstituting BCG vaccine (skill); 
— realize the need for accuracy in Carrying out these steps (attitude). 


These, then will form the objectives of your continuing education, viz. to enable the 
workers to: 


i. Explain why it is necessary to protect BCG vaccine from light. 
li. Carry out in the proper sequence all the steps in reconstituting BCG vaccine. 
iii. Realize the need for accuracy in reconstituting BCG vaccine. 


2. Content of Training 


Depending on what the trainee needs to learn, you will decide what you are going to 
teach and will list the points which you think should be covered. Once you have listed 
all these points, try to arrange them in the order in which you will teach them and note 
which points you will particularly stress in your teaching. 

For instance, in training da/s, let us suppose that the objective of your lesson is to 
enable the da/ to wash her hands using aseptic technique before conducting a 
delivery. The points which you would cover might be as follows: 


i. Need for da/ to wash her hands: 


— hands become dirty when working in the fields. 

— dirt lodges under the fingernails. 

— dirt contains germs which cause disease of the mother or of the baby. 

— examples of such diseases are pelvic infection in the mother or tetanus of 
the newborn baby. 

— these germs cannot be seen with naked eye but the germs are there. 

— these germs can be removed by washing the hands by the aseptic technique. 

— in this way infection can be prevented in the mother and tetanus in the 
newborn baby. 


ii. What do we mean by washing the hands by the aseptic technique? 
When the mother is in the second stage of labour, after keeping everything ready for 
delivery and preparing the mother, wash your hands as follows: 


a. see that your nails are cut short. 

b. use a scrubbing brush, soap, and if possible running water to wash. 

c. if no running water is available, ask someone to pour water over your hands. 

d. apply soap and water and scrub your fingernails, webs of fingers, hands and 
forearms up to the elbows. 

e. wash off the soap. 

f. do not dry your hands on a towel. 

g. do not touch any unboiled articles after this. 

h. if you do touch any unboiled articles, wash your hands again. 
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3. Methods of Teaching 


This should vary according to what you are teaching, and whom you are teaching. 
Most ofyour teaching will be in the field itself—at the sub-centre clinic or inthe homes 
of the people. You will therefore often have to teach by demonstrating procedures and 
asking the trainee to return the demonstration and practise the procedure to see 
whether he has learned what you have taught. 

There are, however, many other methods which you can use for teaching and in 
which the trainees can actively participate. For instance, in training village level 
workers, e.g. health guides, da/s, gram sevikas or community leaders, you can use the 
method of role-play; or you can devise simple games to help you to impart information, 
skills and attitudes to your trainees. 

It is useful to involve the more experienced members in your team to teach those 
who are new or less experienced. For example, if one of your health workers was 
previously a malaria worker you could ask him to teach the technique of taking a blood 
smear to the other health workers or to the health guides in the team. 

Observe your team members while they are working and try to make use of every 
opportunity for teaching as it arises. This does not mean that you should be constantly 
interrupting your workers in their work and saying. That's not the way to do it. Letme 
show you.’ They will feel upset if they are criticized in front of the community and will 
resent your doing this. It is better if later on, when you are alone with the worker, you 
discuss what was done wrong and teach the worker the right way of doing it. Of 
course, if the trainee is doing something which can cause harm to himself or to others, 
you must immediately correct him and show him the right way. 


4. Materials and Media 


Training can be made much more lively and effective by using suitable aids. When you 
plan to use aids, especially for teaching village level workers, tfy to choose or prepare 
those which are understood by your trainees and which are in keeping with their own 
traditions and culture. 

With a little imagination and ingenuity, you can prepare very simple aids such as 
flashcards, flannelgraphs, or models, using cheap and easily available or waste 
materials such as cut-outs from old calendars, magazines and newspapers, scraps of 
cloth, cardboard boxes, tins, etc. and with the help of a few basic accessories such as 
paper, pencil, pen, ink, paint, paintbrush, glue, blade, scissors and string. 

Before giving any demonstration to your trainees, see that you collect all the 
materials which you need. For example, if you are demonstrating to a health guide 
how to dress a wound, see that you have available a bowl, cotton wool, gauze, roller 
bandage, triangular bandage, antiseptic, soap, clean water and newspaper or leaves 
for collecting discarded dressings and swabs. 


5. Evaluation and Follow-up 


It is important for you to know whether your trainees have understood what you have 
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taught them. This will help you to decide whether you have been able to communicate 
effectively with them or whether you need to change your method of teaching or the 
aids which you are using. 

There are many ways of doing this. If you want to test the knowledge of your 
trainees, you can discuss the topic ina group, or ask them questions, or holda picture 
quiz, or let them play a competitive game which tests their knowledge. If you want to 
find out whether they have learned a particular skill which you have demonstrated, 
you can ask them toreturn the demonstration, or to teach each other the skill, or torole- 
play a situation which requires the use of that skill, e.g. interviewing and motivating 
an eligible couple for family planning. 

It is not enough, however, merely to assess the immediate impact of your training. 
Observation of the worker in the field after training will show whether the worker has 
been able to retain what he has learnt and to apply in actual practice. It is also 
essential that you feedback your observations to the worker and, if necessary, repeat 
the training using a different method. 

In order to evaluate your trainees inan objective way, you should decide what points 
to observe in them after training. The supervisory checklists included in Module 6 will 
help you to do this. 
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APPENDIX A 


TYPE—1 EVALUATION 
MODULE EVALUATION : QUESTIONNAIRE FOR 
PARTICIPANTS 


Participants are asked to circle the number that best describes their ideas and 
opinions about the module they have just completed. 


This information is confidential. You do not need to sign your name. 
Module 


1. How would you rate the information presented in this module? 


[pus eee alate) ple Sie Serge ie pete” 

Totally Somewhat Relevant Very relevant 
irrelevant irrelevant to my work 
to my work 


2. How would you rate the lectures and discussions used in this module? 


Soe se ND Sr or: eee seein 
Poor Below Above Excellent 
average average 


3. How would you rate the exercises/ field trips used in this module? 


C0 A eS Ee, ere 
Poor Below Above Excellent 
average average 


4. What is your overall rating of this module? 


CS I A, a, ee a 
Poor Below Above Excellent 
average average 


5. Do you have any suggestions as to how this module might be improved, or any 
general comment? 
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APPENDIX B 


TYPE—II EVALUATION 


MODULE EVALUATION : QUESTIONNAIRE FOR 


TRAINERS 


Trainers are asked to answer the questions below regarding the module which they 
have just completed. 


Module 
Please comment on the content (topics) covered in this module. 


1. 
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Please comment on the teaching activities, especially the exercises, used in 
this. 


How would you recommend that this module be improved? Be specific and brief 
in your answers. 


APPENDIX C 


TYPE-IIl EVALUATION 
ANSWERS TO PRE-COURSE TEST AND POST-COURSE 
TEST 


The management questionnaire is divided into two parts. Part | measures attitudes 
about management functions, and Part Il measures knowledge about management. 
Participants should fill up the questionnaire at the beginning of the training and once 
again at the end of training. The management questionnaire measures change in 
participants management attitudes and knowledge. 


USING THE MANAGEMENT QUESTIONNAIRE 


Make copies of the questionnaire. The master questionnaire included in this appendix 
can be copied, but omit the answers to the questions in Part Il. 

Handout a questionnaire to each participant. Explain the instructions clearly. Put 
an example on the chalkboard and demonstrate how to mark the answers in Part I. 


SCORING THE MANAGEMENT QUESTIONNAIRE 


Part | contains eighteen questions. Poor answers are 1 on the scale: the better 
answers are 5. Score Part | by drawing a graph similar to the one below: 


POOR -ANSWERS BETTER ANSWERS 
1 2 3 4 5 


QUESTIONS 
wn 


oa 


7 1 a 
Mh» 
9 of t:, 


7 / Difference = amount of 
10 “4 change in attitudes Chong 


ee 


Pre-test Results Post-test Results 
‘Average Score) (Average Score) 
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Pa 


rt Il contains ten questions. Each questions is worth 10 points. A perfect score 


for Part Il is 100. 


Part 


MANAGEMENT QUESTIONNAIRE 
(PRE-TEST AND POST-TEST) 


Below is a Series of statements about management. How do you feel about each of 
these statements? No answer is either right or wrong. Please think about each 
statement and mark your answer truthfully. Circle the number that most nearly 
reflects your feeling about the statement. 


t 
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All PHC medical officers are managers. 


Vif ee eee 
False Mostly Not Mostly True 
False Sure True 


. APHC medical officer is a member of the village health team. 


ee a, ee Be ee eee 
True Mostly Not Mostly False 
True Sure False 


. A PHC medical officer's management responsibilities and _ clinical 


responsibilities are equally important. 


a I a a 
True Mostly Not Mostly False 
True Sure False 
. APHC medical officer should spend some time each day helping his staff solve 
problems. . 
| eh ne mers TO 
False Mostly Not Mostly True 


False Sure True 


. The district health officer should do all the planning for PHCs to relieve the PHC 


medical officers of the need to do planning. 


| ne Ase Sele. Cee We 
True Mostly Not Mostly False 
True Sure False 


. The effectiveness of PHC staff depends on the supervision provided by the PHC 


medical officer. 


10. 


4, 


a2; 


13. 


a  ,  e 
True Mostly Not Mosély False 
True Sure False 


. To be a good supervisor does not require any special skills, but the PHC medical 


officer needs to have a friendly personality. 


ence sete eS, ee 
True Mostly Not Mostly False 
True Sure False 


_ A PHC medical officer should take the blame for mistakes made by PHC staff. 


een meee ee ba ree A A a SS, 
False Mostly Not Mostly True 
False Sure True 


. Agood PHC medical officer takes all decisions for his staff and pushes them to do 


their work properly. 


a ee ee <P 
True Mostly Not Mostly False 
True Sure False 


The medical officer is the most important member of the PHC team. 


> ey Sn Sa Ea A Fe hak ee Oe: I 
False Mostly Not Mostly True 
False Sure True 


During visits to sub-centres, the medical officer should talk most of the time and 
the health workers should listen carefully. 


nt i ey a eh ak a ee 
True Mostly Not Mostly False 
True. Sure False 


In some situations, a health assistant may offer a better solution to a problem 
than the PHC medical officer is able to offer. 


a Se a nF es ee eon 
False Mostly Not Mostly True 
False Sure True 


An important part of a PHC medical officer's job is to arrange continuing 
education for his staff. 


5. et ns Sa Sel 
True Mostly Not Mostly False 
True Sure False 
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14. A good PHC medical officer identifies closely with his staff even if it means 
ignoring State or district policies. 


| nnn See eee ee 
True Mostly Not Mostly False 
True Sure False 


15. A medical officer who uses a participative, or democratic, style of leadership is 
likely to lose the respect of the PHC staff. 


1S 8 eee 
True Mostly Not Mostly False 
True Sure False 


16. If the PHC medical officer is enthusiastic about his work, then the PHC staff will 
also tend to become enthusiastic. 


ee ee Eee Oe Tene eee, 
False Mostly Not Mostly True 
False Sure True 


17. A PHC medical officer should ignore most staff conflicts and hope they 
disappear. 


| ee ee nO ee eee Soe ae a ee 
True Mostly Not Mostly False 
True Sure False 


18. Annual confidential reports on PHC staff should be sent directly to the district 
office. The medical officer need not discuss the reports with his staff. 


EE CN fe. Na ks ee Pe Ps 
False Mostly Not Mostly True 
False Sure True 


Part Il 
Answer the questions below: 


1. India has adopted primary health care as the best strategy for achieving Health for 
All by the year 2000 A.D. 

2. Define management: Getting things done through other people or mobilising, 
protecting, and utilizing resources to achieve objectives. 

3. List two technical and two management functions of PHC medical officers. 


Technical Management 
1. Providing clinical 1. Indenting for drugs 
care for patients 
2. Lecturing to health 2. Supervising sub-centres 


workers on malaria 
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prevention and 
treatment. 


. List one advantage and one disadvantage of involving the PHC staff in decision- 


making. 


Advantage : PHC staff will be committed to Carrying out the decisions. 
Disadvantage : Requires more time to make the decision. 


. List the three styles of leadership and briefly explain each style. 


“J 


10. 


1. Laissez-faire 
2. Authoritarian 
3. Participative 


. There are two types of cofhmunication: one-way communication and two-way 


communication. Draw a simple diagram to illustrate both types of communication. 


One-way Two-way 


person ‘message’ Person Person message Person 
receiving sending }<— >} _ receiving 


sending 
message message “Feedback” message 


message 


. What authority does a medical officer have to take disciplinary action against a 


subordinate? 
In most cases a medical officer has very little formal disciplinary authority 
(actual disciplinary authority varies from State to State) 


. List three major causes of staff conflicts 


1. Exploitation 
2. Lack of recognition 
3. Lack of proper training 


(other acceptable answers: personal problems, inadequate Supervision, lack 
of staff involvement in planning and decision-making). 


. What is the VED inventory control method? Categorising methods into: 


— vital 
— essential 
— desirable 


Decision is made to stock large quantities of vital, medium quantities of 
essential, and small quantities of desirable medicines. 
List five management systems that exist at PHC level and are needed to support 
the PHC health programmes. 


1. Drug and medical supply system 5. Communication system 

2. General supply system 6. Personnel system 

3. Facility and equipment system 7. Finance system 

4. Transportation system 8. Information system. 
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INCLUDED IN THE SERIES 
MANAGEMENT TRAINING FOR PRIMARY HEALTH CARE: 
ASSESSMENT OF MANAGEMENT TRAINING NEEDS 


MANAGEMENT TRAINING MODULES FOR MEDICAL OFFICER 
PRIMARY HEALTH CENTRE 


MANAGEMENT TRAINING MODULES FOR HEALTH ASSISTANT 
(MALE AND FEMALE) 


MANAGEMENT TRAINING MODULES FOR HEALTH WORKER 
(MALE AND FEMALE) ‘ 
MANAGEMENT TRAINING MODULES FOR HEALTH GUIDE 
MANAGEMENT TRAINING MODULES FOR DA/ (TBA) 
MANAGEMENT TRAINING MODULES FOR DISTRICT HEALTH OFFICERS 


CASE STUDIES IN HEALTH MANAGEMENT 


